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PREFACE 
Health is a man's natural condition; it is his birth right. It is the process of 
living in accordance with natural laws pertaining to mind body and environment. The 
concept of health vary between social, geographical and cultural contexts. Every 
culture has it's own system of beliefs and practices concerning the health and 
diseases and has also evolved its own system of treatment to combat diseases. With 
the rise of the modern nation-states public health has become an inalienable aspect of 
civic life. 
Health care promotion has been an integral component of all national health 
and family welfare programmes. Health care does not only cover medical care but 
also all aspects of person's sense of well-being, including preventive care and public 
health. It includes cultural understanding of ill-health and well-being, the extent of 
socio-economic disparities, reach of health services, quality and costs of care, access 
to drugs and current bio-medical advances. 
It is widely accepted that health is influenced by a variety of social, economic 
and environmental factors and not just the access to health care. The extensive 
empirical literature on the social determinants of health and inequalities on health 
has yet to be matched by an appreciation of normative underpinnings of health equity. 
Health equity expresses a commitment of public health to social justice, which raises 
a series of social issues. 
In the 2" half of the 20' century impressive gains have been achieved in life 
expectancy because of variety of socio-economic factors and the pubic policies and to 
a lesser extent to medical care. However, these changes in life expectancy have not 
been distributed equally among or within countries. In contemporary public health 
research, poverty is still treated as a major factor behind inequalities. But is 
becoming increasingly evident that significant inequalities exist even in absence of 
material deprivations and in countries having universal access to health care. 
In India various anomalies continue to prevail among the masses. Problems 
related to judicious distribution of health care facilities are many: unequal access to 
health care facilities, limited attention to preventive methods, and profit orientation of 
agencies involved are few among them. 
The present study entitled "Health Equity and Deprivations in India: A 
Review of literature " is an attempt to understand the concept of health equity and the 
prevailing deprivations and inequalities in health. 
The research work is divided into four chapters. The first chapter "Studying 
Health: Various Approaches" deals with the concept of health and various 
approaches used to study health. The second chapter "Health System in India" 
explains the prevailing health system in India and the various developments in health 
sector since independence. The third chapter "Health Inequalities and Deprivations " 
explains the meaning of health inequalities and deprivations and the extent of health 
inequalities and deprivations in India. The fourth chapter "Health Equality and 
Deprivations in India" explains the concept of equity in general and health equity in 
particular. This chapter concludes that the prevailing health inequalities and 
deprivations in India can be reduced if the policies and programmes are based on 
equity. 
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CHAPTER-I 
STUDYING HEALTH: VARIOUS APPROACHES 
Health is an important condition of human Hfe and a critically significant 
constituent of human capabilities that we have reason to value (Sen 2006: p. 25). 
Health has been regarded as a special good throughout the ages because: (i) it is a 
direct constituent of human well being, and; (ii) it is a pre-requisite of person's 
functioning as an agent in the society (Anand 2006: pp. 17-18). The World 
Development Report, J 993 argues that good health is an important part of well-being, 
but spending on health can also be justified on purely economic grounds. Good or 
improved health contributes to growth of economy in four ways: (i) it reduces the loss 
of production due to the illness of workers; (ii) it permits the use of natural resources 
that have not been accessible because of disease; (iii) it increases the enrollment of 
children in schools and makes them better able to learn, and; (iv) it frees for 
alternative use of resources that would have otherwise to be spent on treating illness 
(World Bank: p. 17). 
WHO (World Health Organization) (1976) regards health as "state of 
complete mental, physical, and social well being and not just an absence of disease or 
infirmity". Three important dimensions of health are reflected in the WHO's 
definition of health which are: physical, mental and social (Park 2005). The state of 
physical health conceptualizes a state in which every organ is in perfect harmony with 
the rest of the body. A good complexion, clear skin bright eyes, lustrous skin, a body 
with firm flesh, etc. are the signs of physical health. Good mental health refers to the 
ability of an individual to respond with flexibility to the life's experiences. The signs 
of mentally healthy person are that he is free from the internal conflicts, is well 
adjusted and has a good self control. Also he is not overcome by emotions and not 
dominated by fear, anger, jealousy, worries or guilt. The social dimension of health 
refers to the levels of social skills possessed, social functioning and the capability to 
see oneself as a member of the society. Peter (2006) however argues that such an 
extensive definition of health by WHO has a problem of its own, as it is not clear how 
health is distinct from other components of well being. This definition also does not 
allow the possibility that some well-being may be achieved when health is bad or 
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health may be good and well-being low and this definition does not make it clear how 
well-being can be defined in a way consistent with plurality of conceptions of good 
health (Peter 2006: p. 96). A component of autonomy has been added to the definition 
of health by WHO as mentioned by Smith et al. They argued that health can be 
regarded as an umbrella term that encompasses various other states such as health 
status, functional status, health related quality of life and quality of life (Smith et al 
2006: p.7). 
Nettleton (2006) in her book The Sociology of Health and Illness, while citing 
various examples, argues that the definitions and conceptualization of health may vary 
systematically among various social groups but it is likely that different accounts of 
health are drawn according to social circumstances and, the accounts provided by the 
people will change over time. She further argues that people do not generally work 
with unified theories or explanations which transcend time and place and people are 
more likely to have views which are adjusted according to the concerns of the 
individual (Nettleton 2006: p.41). 
Nettleton also makes mention of eight 'alternative accounts' identified by 
Stanion- Rogers which prevail in the contemporary society. These accounts, based on 
interview of seventy participants, are as follows: 
• 'body as machine which' presumes that illness is naturally occurring and 
real; 
• 'body under siege' which assumes that the body of individuals is under 
attack from germs, and/ or stress in modem society; 
• 'inequality of access' which presumes that modem medicine is beneficial 
but it is concerned about the distribufion of medicine; 
• 'cultural critique of medicine' which focuses on the negative consequences 
of medicine as a dominant tradition ; 
• 'health promotion' which assumes that health is related to life-styles; 
• 'robust individualism' which stresses right of the individuals to a 
satisfying life; 
• 'God's power' which considers health as a product of right living and 
spiritual well-being; and 
• 'will power' wherein the responsibility for maintaining good health rests 
on the shoulders of individuals. 
Nettleton however argues that the accounts of people will change over time, and 
thus listening to a person on one occasion does not imply that their action can be 
predicted on another (Ibid). 
The political, economic, social, cultural, environmental, and biological factors 
can all affect health, either positively or negatively argues World Health Report 1995. 
Behaviour can affect health either directly through the learned life-styles or indirectly 
in the environmental or socio-economic context. The patterns of behavior established 
in adolescence, influenced highly by adult world, are important for the lifespan of 
individuals and to the life as a whole. The expansion of telecommunications and 
travel, a shrinking or disintegrating family structure, access to harmful substances, 
earlier puberty and sexual experimentation mean that adolescent behaviour has 
important repercussions. At first glance education may seem to have little to do with 
well-being and sensible fertility of the individuals, but schooling is closely related to 
the health status of the population and its fertility rates. Education of adolescents, 
particularly of girls, is the most powerful means to promote equity, enhance 
development and to protect health for all. The main ecological, social, economic and 
political actions which are required to create supportive environment for health 
include: establishing public health policy with the involvement of other sectors; 
strengthening community participation and upgrading skills; and reorientation of 
health services toward prevention and health promotion (WHO 1995: pp. 12-14). 
Wilker (2006) in his paper Personal and Social Responsibility for Health argues 
that because of the fact that we are likely to remain healthy if we take care of 
ourselves and the people who tend to live prudently have a longer life span suggest a 
division of labour in the pursuit of health. He argues that society can play an 
important role by maintaining health system for prevention and therapy, create 
healthy environment and provide information on risk factors to its members. For their 
part, individuals can make use of the information provided by the society in addition 
to their knowledge and commonsense, to lead a healthy life and reduce the need for 
care (Wilker 2006: p. 109). 
Wilker also points that in ordinary public health perspective, avoiding diseases 
and disabilities arising from personal choice are as important as avoidance of any 
other malady. He however points out that this is not the only perspective from which 
to see the contribution of individual behaviour to health. Some of the perspectives 
may see the health needs in terms of the responsibility for creating and maintaining 
them and thus the disabilities or diseases as a result of negligence or by having taken 
undue risks, then dealing with these health needs should be viewed as personal rather 
than social responsibilities. Wilker points out that it is both practical and desirable that 
personal responsibility of health play a role in public health and clinical medicine in 
the future. According to him promoting a sense of personal responsibility for health 
can be a part of programme of 'positive freedom' or 'empowerment' and a realization 
that action taken can affect one's health positively, with radiating good effects on 
other dimensions of life and on other people. Citing Crawford and Wilker, he points 
out that by stressing too much on personal responsibility for health people can 
wrongfully claim themselves when they fall ill. He however argues that neither self 
blame nor those of others need to figure in personal responsibility for health thus 
conceived (Wilker 2006: pp. 130-131). 
Sen (2006) in his edited book Public Health, Ethics and Equity argues that there 
are many complex issues in evaluating the state of health of individuals. According to 
him one of the major complexities in evaluating the state of health arises from the fact 
that an individual's own understanding of health may not coincide with the appraisal 
of a medical expert. Moreover there is a contrast between the 'internal' and 'external' 
view of health. Internal view refers to the state of health as seen by the person in 
question where as external view is that of others who may take of the person's state of 
health. There is also a contrast between the methodological inclinations of 
'observation-oriented' subjects such as economics and 'perception-orientation' 
studies (often favoured by anthropologists). 
Sen points out that the anthropologists have provided an important investigation 
of seeing health and illness in an internal perspective: observed by the patient himself 
or herself. The observation-oriented view of health and illness relies on externally 
observed medical statistics. According to him those inclined to be predisposed to take 
an 'external' or 'observation-oriented' view can take advantage from the 
anthropological perspective. There is a strong case to depend on 'observation-
oriented' statistics with systematic supplementation by 'perception-oriented' 
information. 
In the recent years, Sen argues, medical anthropologists have provided many 
insights that are of substantial importance for understanding the nature of illness, for 
considering health policy, and for enriching economic analysis of resource allocation. 
No mechanically observed medical statistics can provide as adequate understanding of 
suffering as that of medical anthropology. Thus there is a need to draw on rich 
discernment provided by the anthropological investigation. Further in getting a grip 
on what counts as illness, how it arises and how it can be healed exclusive reliance on 
externally observed symptoms cannot but be at least partly deceptive. Thus the 
economists have to seek assistance from the anthropologists in completing their work. 
However, it is important not to reject the external view completely when seeking 
supplementation from the works of anthropologists. There are many important 
instances when the external view has cogency and a reach that may not be equally 
present in the internal view. The internal view of patient is informed by knowledge 
which is not accessible to others, and it also limited by the social experience of 
persons in interpreting what is happening and why. A person brought up in a 
community with many diseases may take on certain symptoms as 'normal' even when 
they are clinically preventable. Further, a person with little access to medical care and 
less education on medical matters can take certain bodily conditions as unavoidable 
even when they are amenable to medical treatment and thus the internal view may be 
limited informationally. 
The dependence on social experience can be a very big limitation for the 
epistemology of internal view which Sen illustrates by the following example: the 
different states of India have different medical conditions, mortality rates, literacy 
rates and so on. The state of Kerala has the highest life expectancy, but it also has the 
highest rate of reported morbidity. On the other hand, the state of Bihar has low life 
expectancy and also lower rates of reported morbidity. Thus the question arises 
whether to accept self-perceived assessment of as a criteria of good or bad health and 
regard Bihar as blessed with higher health achievement than Kerala or go by the rates 
of mortality and take the opposite view. Sen argues that what is required is to see the 
population of Kerala with its high literacy rate and with most extensive public health 
facilities in the country in a better position to diagnose and perceive particular illness 
and do something about them than the population of other states in India. Sen points 
out that both the internal as well as external perspective has limitations. So for an 
adequate understanding of health and illness we should take both the perspectives into 
consideration. The work of anthropologists can be helpful in some respects to 
economists and policy makers but an exclusive dependence on internal view can 
misled in serious ways. Thus what is required is to avoid narrowness and limitation of 
using either the internal or external perspective on its own, and rejecting the other in 
understanding the health and illness (Sen 2006: pp. 263- 268). 
Healthcare: 
Smith et al (2006) in their book entitled Health Care Evaluation explain the 
meaning of health care as 'any activity that is intended to improve the state of 
physical, mental or social function for one or more people'. According to them health 
care includes a wide spectrum of activities such as health promotion, disease 
prevention, curative care and rehabilitation, long-term and palliative care. It expands 
beyond the formal sector into the informal sector and also includes lay care, and the 
availability of health care from lay people may determine the extent of health care 
needed from professionals. Smith et al gave the four dimensions for evaluating health 
care, (i) Effectiveness: Effectiveness explains the benefits of health services measured 
by improvements in health in real population. Sometimes benefits of health care are 
described in terms of efficacy which describes benefits obtainable from an 
intervention under ideal conditions such as in a specialist center; (ii) Efficiency: 
Efficiency relates the cost of an intervention to the benefits obtained. However 
efficiency is also used to refer to increased productivity; (iii) Humanity: It describes 
the social, psychological and ethical acceptability of a treatment that people receive 
from health care intervention, and; (iv) Equity: Equity refers to the distribution of 
health services fairly among the groups or individuals. 
These four dimensions are used to find whether an intervention is appropriate 
for a population or not but an intervention is rarely perfect in all four dimensions 
(Smith et al 2006: pp.8, 14). 
Sen's Capability Approach 
Alkire (2003) in Valuing Freedom: Sen's Capability Approach and Poverty 
Reduction, argues that Sen, while using the metaphor of 'space' to bracket off the area 
where equality or impartial treatment of persons is required by various other justice 
theories, points out that social arrangements should be examined in terms of the extent 
of freedom people have to achieve or promote valuable objects. According to her due 
to human diversity equality in capability space will go along with the inequality in 
other spaces. Alkire explained the capability approach through its four main 
components. 
(i) Functionings: Sen regards functionings as, doings and beings which create a 
better conceptual space to examine social welfare than utility or opulence. The focus 
of capability approach on functionings takes the capability approach away from other 
approaches used to evaluate well-being. For instance, some approaches would use 
psychic utility or preference fulfillment for evaluating the well-being, others would 
use income per capita, or commodities persons were able to command and still others, 
following Rawls, would use primary goods for evaluating well-being. 
Alkire mentions that for defending capability approach. Sen points out the 
flaws in various approaches and shows that these flaws are corrected in capability 
approach. Alkire gives an example of how in economic theory welfare is interpreted 
in term of psychological happiness and desire fulfillment, but magnitude of change in 
mental utility states may not predict the value of change. She points that Sen often 
quote an example of how the deprived become compatible with their circumstances 
and appreciate of small mercies, thus their desires are muted and their psychological 
pleasure at small improvements to their situation is not proportionate to the benefit 
judged from another perspective. Sen questions Rawl's proposal to require equality in 
the space of primary goods and argues that Rawl's reasoning can be broadened to take 
greater note of the contingency of circumstances. 
(ii) Freedom: Capability refers to the freedom of persons or groups to promote or 
achieve things which they consider valuable and it was used by Sen to attend to the 
foundational importance of freedom. 
(iii) Pluralism: Alkire argues that Sen emphatically defends the breadth of the 
capability approach and the pluralism of its information base. Sen argues that 
individual advantage can be examined in four different spaces which include well-
being achievement, well-being freedom, agency achievement and agency freedom. 
Sen also argues that we can not focus on any one of these four possible spaces and 
that these may be in conflict with each other. Capability approach widens the 
information basis of considerations than inform the social welfare and social choice 
analysis and thus in this way it supports the pluralism. 
(iv) Incompleteness: Incompleteness is one of the most important advantages of 
capability approach and for allowing incompleteness and Sen identifies two grounds, 
fundamental and pragmatic, in his Inequality Reexamined. The capability approach of 
Sen is intentionally incomplete and the reason behind this is to allow economists and 
development practitioners to work on pressing issues for which consensus on 
fundamentals is not required (Alkire 2003: pp. 4-11). 
Sen (2006) in his paper Development as Capability Expansion mentions that 
the roots of capability approach go back to the Adam Smith, Karl Marx and Aristotle. 
Regarding functionings as a set of 'doings and beings' Sen argues that these 
fiinctionings have to be examined and the capability of a person to achieve them has 
to be valued appropriately. The functionings may vary from primary fiinctionngs such 
as avoiding morbidity and mortality, being adequately, undertaking usual movements, 
etc. to many complex functionings such as achieving self-respect (Sen 2006: pp. 439-
440). Robeyns (2006) argues that the difference between a functioning and a 
capability is same as the difference between an achievement and the freedom to 
achieve something and between an opportunity and an outcome. All capabilities 
correspond to the overall freedom to lead a life that one has reason to value. Robeyns 
points out that Sen attach importance to reason to value because we need to scrutinize 
our motivations for valuing specific life-styles, and not value a certain life without 
reflecting upon it. Sen criticizes the theories that focus extensively on utility resource 
or income but Sen does not deny the important contribution resources can make to 
peoples well-being as inequalities in resources can indeed be an important cause of 
inequalides of capabilities (Robeyns 2006: pp. 71-73). 
Nussbaum (2006) in Capabilities as Fundamental Entitlements: Sen and 
Social Justice points out that most of the states attach importance to the equality and 
most of them do not ask about the right space within which to make comparisons. Sen 
argues that space of capabilities provide the useful and ethical way of regarding 
equality as a political goal. According to Nussbaum equality of utility, welfare and 
resources fall short due to various reasons, and the equality of resources fall short 
because it does not take into account the fact that different levels of resources are 
required by the individuals in order to reach to the small level of capability to 
function. All the individuals don't have the same ability to convert resources into 
actual functioning (Nussbaum 2006: p. 41). 
Sen's capability approach, according to Peter (2006) provides a useful 
alternative for accessing health problems in society. Good health is often regarded by 
Sen as an example of functioning (e.g. as used by Sen in his Capability and Freedom). 
Peter however points out that it is more favourable to use health as a capability or a 
subset of capability because of the fact that health itself is composed of various 
functionings such as ability to move around, not being tired and others. Peter points 
out that Sen leaves it open which functionings are to be included while accessing a 
particular social situation. Sen stresses that in each case, this will require a process of 
selecting a relevant functioning and weighing their relative importance. Citing 
Robertson he argues that seeing health as a capability or a subset of capability 
requires a process that involve value judgments and which is subjected to political 
contestation. Thus according to Peter the process of defining health and determining 
what counts as health and what as another type of social problems can not be solved 
by the health specialists alone but depends on other aspects of social institutions, and 
may change over time ( Peter 2006: pp. 96-97). 
Health Equity, Inequity and Inequality: 
The overview of World Development Report 2006, explains the meaning of 
equity as that condition in which individuals should have equal opportunities to 
pursue a life of choosing and be spared from extreme deprivations in outcome (World 
Bank 2006: p.3). The International Society for Equity in Healthcare (ISEqH), 2005 
has defined equity in health as an absence of systematic and potentially remediable 
differences in one or more aspects of health across population groups defined socially, 
economically demographically, or geographically (Volmink 2003). 
As mentioned in Equity and Healthy Sector Reform in Latin America and the 
Caribbean form 1995 to 2005: Approaches and limitations, there is differences in 
equity in the health of a population and equity in health care service. The former 
refers to the levels of mortality and morbidity across various social groups and the 
latter refers to the levels of access, financing and utilization of health care services 
across various population groups. The WHO has defined equity in health as a notion 
where the whole population should enjoy the highest levels of physical, psychological 
and social well-being that are permitted by biological limitations. On the other hand, 
equity in health care service implies that health resources and services and distributed 
according to the need and financed according to the capacity on the part of the 
population to pay. (ISEqH 2006: p.8). Sen (2006) in his edited book, Public Health, 
Ethics and Equity has argued that health equity has many aspects and is best seen as a 
multidimensional concept. It includes health achievement and capability to achieve 
good health and not only the distribution of health care. Sen also argues that health 
equity is not similar to health inequality but it is relevant to the health inequality and 
also for understanding health equity a clear understanding of health inequality is 
required (Sen 2006: pp. 25-26, 31). 
World Health Organization during 1990z used the term health inequality to 
refer to "disparities in health status between ungrouped individuals; their approach 
categorizes people only according to measure of health status, without regard for 
social characteristics, such as wealth, education, occupation, or racial, ethnic or 
religious group". Braveman (2003) has pointed out that one cannot measure equity in 
health or healthcare directly as equity is a normative concept but inequalities in health 
can be measured between groups and such inequalities reflect the inequities in health 
because they place the groups that are disadvantaged at further disadvantage with 
respect to their health or health care. The term inequity cannot be used for any 
inequality between any population groups but for the disparities between groups of 
people grouped or classified according to some important characteristics of their 
underlying social position such as their income, education, occupation, geographical 
location (Braveman 2003: p. 182). 
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Volmink (2003) in his paper entitled, Social Inequalities in Health: 
Challenges and opportunities for Research, argues that is important to differentiate 
inequality from inequity. According to him inequality simply refers to differences 
across individuals in the population while as inequity refers to differences in health 
that are potentially remediable. The International Society for Equity in Health defines 
inequity as the "systematic and potentially remediable differences in one or more 
aspects of health across socially, economically, geographically economically or 
demographically defined population groups or sub groups". Thus the basic idea is that 
some inequalities are unfair and unjust. WHO/EURO regards inequality as differences 
in health 'unfair and unjust'. Invariably this involves judgment about whether these 
differences in health are due to inherent biological variation, informal individual 
choice and whether it is potentially remediable (Volmink 2003). 
However Minocha (1991) in her paper Socio Economic Equality and Health: 
Examination of a Few Key Concepts has argued that the goal of equity in health is 
impracticable and unachievable because the concept of health is itself changeable as it 
depends on subjective feeling on individual which changes from one individual to 
another and also the objectively the yardstick to measure health also changes. She has 
also pointed the loopholes of WHO's definition of health and thus argued that with 
these problems the goal of health equity seems to be unattainable (Minocha 1991: p. 
174). 
Daniel et al (2006) in their paper Health and Inequality, or, Why Justice is 
Good for Health argue that an account of justice should help us to decide which 
inequalities are unjust and which acceptable. Many who are not troubled by some 
kind of inequality are particularly troubled by health inequalities because they believe 
that a socio-economic inequality that otherwise seems to be just becomes unjust if it 
contributes to health inequalities. Daniels et al point out that WHO has devoted a 
greater attention to health inequalities and the policies that cause or mitigate them. 
Rawls theory, through its equal opportunity principle, can be extended to explain the 
moral importance we ascribe to health and the objections we have to avoidable health 
disparities. According to them Rawl's theory is egalitarian in its orientation and yet it 
justifies certain inequalities that might contribute to inequalities in health (Daniels et 
al 2006: pp. 63-64). 
They pointed that for Rawls it is irrational for the contractors to demand 
equality if doing so would make them worse off Rawl's Difference Principle suggests 
that relative inequality is not as important as that of absolute well-being. He also 
insists that the inequalities that are allowed by Difference Principle should not 
undermine the value of political liberty and the requirements of fair equality of 
opportunity. The priority which is given to these other principles over the difference 
principle thus limits the inference that Rawls has no concern for the relative 
inequality. Daniels et al provide two illustrations for avoiding misunderstanding of 
Difference Principle and its justification. First, it is not just 'trickle down' flow, but it 
requires maximum flow in the direction of helping the worst off groups, and then the 
next worst off and so on. Thus according to them the Difference Principle is more 
demanding than a principle that would permit any kind of inequality provided there 
was some trickle down of benefits to the worst off groups. Thus the Difference 
Principle would produce fewer inequalities in comparison to any other alternative 
principle that allow inequalities. By flattening the gradients of it will not only help the 
poorest but also the middle income groups. Second, in order to evaluate the principles 
the contractors should judge their well being by an index of 'primary social goods'. 
The primary social goods according to Rawls include liberty, powers, opportunity, 
income, wealth and the social basis of self respect. According to Daniels et al it is 
difficult for individuals to use the capabilities they have without self respect as the 
social structures either critically support or undermine self respect and Rawls use the 
social basis of social respect on the index. According to them without knowing the 
weighting of items in the index, we can't say it clearly which inequalities are 
permitted. While evaluating which income inequalities are permitted, by asking which 
ones work to make the worst off groups as well of as possible, we must judge how 
well off the groups are on the basis of whole index of primary goods and not only on 
the basis of resulting income (Daniels et al 2006: pp. 76-78). 
General Approaches to Study Health: 
Mechanic (1978) in his book Medical Sociology has given the approaches for 
studying health: 
(i) The Positivistic Approach: In positive approach some ideal is adopted as a 
point of reference and then attempt is made to describe and account for 
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divergence from this ideal. Epidemiologists also sometimes use a positivistic 
approach. For instance, they may arbitrarily define certain symptoms and 
cluster of symptoms as evidence of handicap, and then describe human 
population in terms of how they are distributed in reference of these 
definitions. The doctors in general practice frequently fiinction with an 
implicit idea of normal range of response. Obesity, for example, is thought of 
as a marked deviation fi^om statistical values of average height - weight 
dimensions in the population for persons with varying population builds. 
(ii) Statistical Approach: It is one of the major techniques for arriving at medical 
norms. It involves an analysis of observations of what people actually do. The 
disease can be recognized by the doctor by various ways the patient deviates 
from "normal values". Sometimes the range of normal values is established 
through observation of normal population over a period of time, to determine 
the marked deviations. Various genitical, congenital endocrine and nutritional 
disorder may become visible thorough normal growth and development. The 
statistical approach is extremely valuable and important to medical efforts but 
unless allied with other types of information, the approach can also be 
misleading. 
(iii)The Cultural Approach: The cultural approach to health studies the relation 
between cultural content and cultural life styles, and also the definitions of 
health and responses to illness. Ways of life and patterns in a culture leads to 
the way in which illness is perceived, expressed and reacted to. Cultural 
definition of health and illness has a great influence on the consequence of 
being defined as having a particular condition. The most impressive 
phenomenon that anthropologists have observed regarding health is the 
apparent effect of sorcery performed on persons who believe in the 
effectiveness of this phenomenon. 
(iv)Social Approach: The social perspective overlaps with the cultural one, and 
focuses on requirements of family life, work and social activist generally. The 
social perspective takes into account the norms involving sickness and 
response to sickness. The social content determines the conditions under 
which one can claim illness and be freed from normal obligations and 
responsibilities without stigma. From this approach, illness is regarded as 
disability when the person's condifion, physical and psychological, makes it 
impossible, for him to perform normal role obligations, but this depends on 
what his role obligations are and his attitude towards them, 
(v) Social Psychological Approach: Its central concern is with the ways in which 
individuals interact, communicate and influence one another. Understanding 
the strategies of influence is relevant to the work of the doctors in getting his 
patient to conform to his advice and instructions and it is also central in 
presenting public health programmes to the public and encouraging the people 
to use them. 
Various Sociological Approaches to Study Health: 
(I) Structural Functionalism: 
Knox et al (2008) argue that those who view health from this perspective 
regard health care as a social institution that performs the function of maintaining the 
well-being of members of society and social system as a whole (Knox et al 2008: p. 
35). Mehta (1992) in his Society and Health has argued that according to the 
functionalist perspective advanced by Parsons, health is related to typical expectations 
of particular individuals. The common health denominators widely shared by the 
members of the society include a high level of physical activity, a well- fleshed body 
and absence of pain. But Mehta argues that these expectations should be interpreted in 
relation to different cultures and societies and also the standards for physical activity 
performed by the members of society should be examined according to age and 
gender categories. In addition to having knowledge of what is healthy in a society, 
members of society should also have access to resources to realize that knowledge in 
action (Mehta 1992: p. 13). 
Cookerham (1978) in his Medical Sociology has pointed out that 
functionalist's view illness as a deviance threatening the stability of the system. The 
basis for defining illness as such lies in the sociological definition of deviance as any 
act of behaviour which violates the norms proposed by the society (Cookerham 1978: 
pp 88, 91). Parsons argues that such deviance in social system can be remedied by the 
using the knowledge owned by a special class of persons (Mehta 1992: p.33). Parsons 
was the first, as mentioned by Cookerham, to view illness as a deviance through his 
concept of sick role and the specific aspects of his concept of sick role are: (i) the sick 
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person is exempt from normal social roles; (ii) the sick person is not responsible for 
his own condition; (iiiO the sick person should try to get well, and; (iv) the sick person 
should take technically competent help and cooperate with the physician. The 
dysfunctional aspects of illness are balanced by the physicians who help the deviant 
sick to return to the normal state (Cookerham 1978: pp. 88, 91-93). 
Knox et al (2008) mention that the structural functional perspective also 
focuses on latent dysfunction, or unintended and often unrecognized negative 
consequences of social patterns of behavior. They cite the example of how increasing 
use of some drugs lead to the emergence of drug resistance. The drug resistance 
occurs when the drug kills weaker disease causing germs allowing resistant variant to 
flourish (Knox et al 2008: p. 35). Within the framework of functional perspective, 
several studies have been carried out in India within the field of medical sociology. 
Some of these as mentioned by Mehta (1992) are as follows: (i) Venkataratnam 
carried out a study on the analysis of roles of doctors and nurses. By applying the 
concepts of status and role, he analyzed role expectation models of doctors and nurses 
about their own as well as of each others. Venkatratnam found that nurses expect their 
subordinate position to doctors in terms of expectation and performance, but the 
actual role performance showed conflict in expectation and performance; (ii) Another 
study, also noted by Mehta (1992), carried out by Timmayappa on 'patient 
satisfaction and ward social system' was done within the framework of Parsons and 
Loomis. He found that the patient satisfaction is directly proportional to functional 
utility of the ward. The data in the study was however collected by using a 
psychological scale (semantic differential scale) (Mehta 1992: pp. 51-53). 
(Il)Confllct Approach: 
Kaminskas (2007) and Darulis (2007) argue that the sociologists looking at 
health from the conflict approach are concerned with the relation between health, 
illness and social organization within a society and how their meanings and 
definitions are influenced by the economic activity. The focus of conflict theorists is 
on the struggle or conflict between various entities such as medical profession, drug 
companies, insurance companies, business communities and others. (Darulis and 
Kaminskas 2007: p. 112). According to Knox et al (2008) rather, attention is paid to 
the ways by which wealthy and powerful groups in the society use financial and other 
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sources to direct the policies related to health in their favour. For instance, as has been 
mentioned by Knox et al Allen, pointed out how Merk and Co. used various means 
such as spending money to influence legislators to make its drug, Gardasil, vaccine 
mandatory for all the girls in the age group of eleven to twelve years, in about twenty 
states in USA. It must be noted that Gardnasil vaccine protects against two strains of 
Human Papilloma Virus (HPV) that is responsible for causing 70% of cervical 
cancers. (Knox et al 2008: p. 36). Difference in the interests of various groups 
competing in the field of health care delivery system, differences in the working 
environment and health status of working class people are also areas of major concern 
for the conflict theorists (Darulis and Kaminskas 2007: 112-113). 
The conflict theorists in medical sociology did not deny the fact the modem 
health care system has played an important role in improving the health status of 
population but they focus on various inequities which are inherent in the system .Ivan 
lUich, using this perspective in his Medical Nemesis argues that the medical 
establishments are not interested in curing the disease of the patient, rather, they are 
interested in perpetuating their own self interest studies (Stolley 2005: pp. 30-31). 
However, the use of conflict theory in medical sociology has several limitations: (i) 
all health situations are not affected by the conflict in the society; (ii) people may 
suffer from disease or may not be healthy because of various reasons, which in 
anyway may not be linked with politics, class conflict, interest group competition and 
others (Darulis and Kaminskas 2007: p.l 13). 
(Ill) Symbollic Interactionism: 
SymboUic interactionism focuses on how health, health care and illness of 
individuals is influenced by meanings, definitions and labels and how such meanings 
are learned through interaction with others and through media messages and portrays 
(Knox et al 2008: p. 37). The believers of this theory focus on the interactions 
between the role players in health and illness drama and regard illness as a social 
accomplishment among actors rather than just a matter of physiological 
malfunctioning. (Darulis and Kaminskas 2007: p. 113). As noted by Knox et al 
(2008), Goldstein also points out that for the adherents of this theory "there are no 
illnesses or diseases in nature. They are only conditions that society or groups within 
it, has come to define". Attention is also given to the stigma faced by the members of 
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society suffering from health related problems such as mental illness, AIDS (Acquired 
Immuno Defciency Syndrome), etc. which brings to them prejudice and 
discrimination (Knox et al 2008: pp. 37, 40). 
Symbolic interactionists believe that man can create and develop new 
symbolic enviroimients and communities that nurture the sick, develop their skill and 
motivate their increased participation in the social scene (Mechanic 1968: p.72). 
Sociologists who view health from this perspective view medicalization as an effort 
on the part of the sufferer to "translate their individual experience of distress into 
shared experience of illness". (Knox et al 2008: p.37). While studying the persons 
suffering from fibromyalgia, Barber suggests that the medicalization of symptoms and 
distress through a diagnosis of fibromyalgia provides the sufferer a framework for 
understanding or validating their experience of distress (Knox et al 2008: p. 37). 
Cookerham (1978) in his book Medical Sociology regards Friedson's 
Labelling Theory as a closest equivalent of symbolic interactionism. According to this 
theory, sickness may be a biological state, but illness is created and formed by human 
perceptions. The treatment of deviant depends upon the label attached to the health of 
deviant by the members of the society. In his theory, Friedson classified illness into 
six categories by making a distinction between 'minor' and 'major' deviance and by 
applying the notions of legitimacy. There are three types of legitimacy according to 
Friedson. (i) Conditional Legifimacy; in this type of legitimacy, a permanent 
exemption from the normal obligations is provided to the deviant. In addition to this, 
some extra privilege is given to deviant with the condition of riding himself of his 
deviance, (ii) Unconditional Legitimacy; deviant is exempted permanently from 
normal obligations and given some privileges in view of the hopeless nature of his 
deviance, (iii) Illegitimacy; here the deviant is exempted from some normal 
obligations and gains few privileges and takes on new handicapping obligations. 
(Cookerham 1978: pp. 104-106). 
Using the framework of symbolic interactionism various studies have been 
carried out in India within the field of medical sociology. Some of these, as noted by 
Mehta (1992), are; (i) Srivastava carried out the study in a hospital to study the nature 
and patterns of interaction between the doctors, the patients and the paramedical staff. 
In his study, Srivastava found that there is a wide gap between expected and actual 
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role performance of nurses; the interaction pattern between doctors and their patients 
is influenced by their socio-cultural status; and if the doctors behaviour towards the 
nurses is not sympathetic it is detrimental both for the hospital and for the patients, (ii) 
Mathur, as noted by Mehta, carried out a study on the interpersonal relations between 
various categories of medical staff and the patients themselves. He finds that the 
conformity and non-conformity behaviour in a hospital sub system is influenced by 
internal organization of the hospital and as well as by the organization of the larger 
system of which hospital sub system is a part, and also the recovery of patients is 
influenced by the environment of the hospital, (iii) Mehta also points out Oomens 
study of doctors and nurses. According to Oomen, nurses reveal a humanitarian 
perspective towards patients, and their relation with doctors is marked by an 
undercurrent of hostility. Oomen also argues that doctors show an instrumental 
orientation towards patient and a high prestige is accorded to them because of their 
social background, (iv) Vandana Sharma's study on physician students in a medical 
college at Shimla, as pointed by Mehta, reveal that during the training of these 
students the reorientation of their values and ideas take place. She point out that 
initially students approach towards their profession is idealistic but gradually they 
become more practical (Mehta 1992: pp. 53-55). 
(IV) Ethnomethodology: 
From this perspective studies produced by the sociologists are regarded as 
accounts and seen in the same way as the accounts produced by the other members of 
the society or in other words, the lay persons (Goodman and Ritzer 2003: p. 377). 
Citing Dingwell, Mehta argues that similarly the knowledge produced by the doctors 
regarding the behaviour or health of their patients in seen in the same way as the 
knowledge produced by the lay persons towards the behaviour or health of the other 
members in the society. Dingwell views illness as a "form of failure at everyday life, 
a disruption in the "familiar and taken for granted" state of affairs between subjective 
experience of one's own body and one's knowledge, determined by a competent 
mem.ber of some collectivity, of what is normal experience or conduct". Mehta argues 
that every society has its own perceptions of being healthy and ill and every society 
makes efforts to cope with them. He points out that involvement of people in the 
organization of health care can play an important role in health promotion and thus 
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this pluralistic approach provides a better perspective than monolithic model of 
functionalists. Within this framework, Mehta conducted a study of village council 
area in Mauritius to understand the knowledge and attitudes of villagers towards 
various diseases and the ways or methods they use to overcome them and he 
concluded that the concept of illness and health are socially constructed and these are 
influenced by the perceptions of people. Mehta points out that to understand these one 
should have knowledge of social epidemiological approach which helps to understand 
causes of and measures to control and cure various diseases (Mehta 1992). 
(V) Phenomenology: 
Toombs (1987) using the phenomenological perspective in his paper entitled, 
The Meaning of Illness: A Phenomenological Approach to the Patient - Physician 
Relationship, view health as a state in which "an individual takes for granted that the 
future will be available to him to fulfill the goals that are integral elements of his life 
plan". According to Toombs, the focus of phenomenologists, is on the way by which 
illness is experienced by both the physician and the patient. Citing Richard Basin, 
Toombs points that there are wider differences in the understanding of disease by the 
physician and the patient and thus Toombs, argues that by using the 
phenomenological perspective the nature and cause of these differences can be 
understood and also the way by which it is lived and experienced by the patient. 
Patient views illness in terms of its effects on his everyday life while as the physician 
views illness as a collective set of particular signs and symptoms and particularly in 
terms of objective quantifiable data (Toombs 1987: pp. 221-224). Within 
phenomenological perspective BuUington et al (1999) used psychological method to 
describe the way by which the patients suffering from fibromyalgia understand the 
meaning of their illness. They carried out their study on eighteen patients suffering 
from fibromyalgia and come out with the conclusion that their meaning of illness 
seemed to be partly constituted by their efforts to come forward as a patient of 
fibromyalgia and they argued that this could be an attempt to manage the demands 
that patients place upon themselves (Bullington et al 1999). 
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(VI) Feminist theory: 
Kaminskas (2007) and Darulis (2007) have argued that there is no single or 
unified perspective among feminist theorists other than a women centered perspective 
that examines the various facets of women health and seeks an end to sexist 
orientation in health, illness and society at large. The feminist theorists analyze and 
examine gendered nature of the definition of illness and treatment of patients and 
focus on the way in which medical treatment involves male control over women's 
bodies and identities. One of the feminist theories in medical sociology is grounded in 
post-structuralism, especially with regard to social-constructionist account of female 
body and its regulation by a male dominated society. Social and cultural assumption 
influence the perception of body including the treatment of male body as a standard 
for medical training, assigning those traits to women which are less desirable socially, 
and ways of social construction of women illness. Another feminist theory grounded 
in symbolic interactionism or conflict theory focus on the sexist treatment of female 
patients by male doctors, and low status of female physicians (Darulis and Kaminskas 
2007: p. 113). 
(VII) Post Structurlaism: 
Raimundas (2007) and Darulus (2007) argue that post structuralism focuses on 
dominant medical discourse which constructed the definition of health and sickness 
providing subjects in modem societies with the vocabulary through which their 
medical needs and remedies are defined. According to the post- structuralists the 
medical profession is the source are beneficiary of this discourse. They also argue that 
medicine is also concerned with the wider structures of power and control. Raimundas 
and Darulus while citing Cookerham, pointed that the leading representative of post-
structuralism is Foucault whose major distribution to medical sociology is his analysis 
of social function of medical profession and the use of medical knowledge as a means 
of social control and regulation. Foucault found two distinct trends emerging in 
medical practice, "medicine of species" which regards the human body as an object 
for medical intervention and control and "medicine of social space" which made the 
public's health's subject to medical and civil regulation (Kaminskas and Darulis 
2007:p.ll4). 
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Objectives: 
The main objectives of the present work are: 
(i) To understand the concept of health deprivation and equity. 
(ii) To examine the relationship between health equity, inequality and deprivation. 
(iii)To explore the deprivations inherent in health system in India. 
(iv)To make an exhaustive review of literature. 
Methodology: 
This work is mainly based on secondary data in general and review of 
literature in particular. No primary data has been collected as collection of primary 
data is beyond the purview of the work. For collection of secondary data available 
literature in the form of books, reports, surveys, government released information 
along with published articles and research papers have been contacted. The work is 
mainly analytical and tries to provide specific knowledge about the problem. No 
hypothesis has been developed as this again is beyond the purview of the work. 
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CHAPTER-II 
HEALTH SYSTEM IN INDIA 
Health system refers to all the efforts, components, personnel, 
institutions, economic resources that a state or society devotes to health related 
problems (Akram and Advani 2007: p. 7). WHO (World Health Organization) has 
pointed out that the term may be used for "all the activities whose primary objective is 
to promote, restore or maintain health" (Bull. WHO 2005: p. 946). A health system 
has three main objectives: (i) improve the health status of the population; (ii) 
protection of the people from the financial risks of the health problems, and; (iii) 
respond to the citizens demands and needs (World Bank 2002: p. 27). Dalai (2005) 
and Ray (2005) have pointed out that the existence of health systems can be traced 
back to thousands of years ever since people made systematic efforts to protect their 
health and treat their disease, and the modem health systems aiming to improve the 
health status of the population existed hardly a century ago (Dalai and Ray 2005: p. 
10). 
Qadeer (1985) in her paper. Health Services System in India: An Expression of 
Socio-Economic Inequalities has pointed out that the present system of health services 
in India is the result of attempts made by the British to make their position strong in 
India, in which initially (1700-1835) an open policy of learning from Indian system 
was adopted but in the later period (after 1835) English was made compulsory in 
medical schools and also they were asked to abolish teaching ayurveda. Like pre-
colonial India, during the British rule the class base for medical services remained the 
same, that is elites (and later on middle class) and also the private practice was 
popular (Qadeer 1985: p. 215). However, the colonial India could not completely ban 
or regulate the indigenous system of medicine, namely ayurveda, siddha and unani 
and other new entrants such homeopathy and naturopathy (Abraham and Sujata 2009: 
p. 35). The health services were provided to Indian masses only after pressure 
emanating from political movements in India and Britain and citing Ramasubban, 
Qadeer argues that most of the preventive programmes were started because of 
pressures emanating from international business community who saw epidemics in 
India as an impediment to free trade. Independent India thus inherited a health system 
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with marginal public health and preventive programs and infrastructure for curative 
services marked by dominance of IMS (Indian Medical Service) physician, network 
of urban hospitals with inadequate facilities and a flourishing trade of private practice 
infiltrating government institution (Qadeer 1985: 216). In independent India, the 
approach of state to indigenous medicine has been ambivalent which include 
extending legitimacy without economic support or defining any specific role to the 
vast ISM (Indian System of Medicine) that it recognizes (Abrahim and Sujata 2009: p. 
35). The health sector in India has passed through the various phases of 
developments. 
Health Committees in India: 
The government of India appointed various committees of experts on health in 
order to look properly in the health sector and suggest recommendations to overcome 
the health problems and improve the health status of population. The 
recommendations put forth by various committees are briefly discussed: 
Bhore Committee (1946): 
This committee known as "Health Survey and Development Committee" was 
appointed by the government of India in October 1943 to make a survey of present 
position in regard to health conditions and health organization and suggest 
recommendation for future developments. The Bhore committee gave various 
recommendations: (i) the public fimds should be devoted to the development of health 
services for the community in general and for particular sections of it, e.g., women 
and children; (ii) the committee pointed out that for developing an adequate health 
service, health personnels to cater to the needs of rural population are required, and; 
(iii) freedom of choice of patient to obtain treatment free at any state institution in the 
country. The committee produced both the short-term and long-term objectives for 
future development. The whole task was divided and covered between five Advisory 
Committees dealing with the subjects of public health, medical relief, professional 
education, medical research and industrial health. The Advisory Committees were 
given the work of conducting detailed investigation into the subjects allotted to them 
and the close liaison between them was ensured by inter-committee meeting and by 
periodic joint discussions. 
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Long-term Programmes: 
(i) Preventive and curative work must be integrated into each other to obtain 
maximum results; (ii) special emphasis on cooperation between the health personnel 
and the people; (iii) to entrust the development of future programmes to ministers of 
health; (iv) to provide the comprehensive services to the people three type of 
organizations in an ascending scale of efficiency from the point of view of staffing 
and equipment was recommended. At the periphery level it was suggested that the 
primary units should be brought under a secondary units performing the dual function 
of providing more efficient type of health service at its headquarters and supervising 
the work of primary units. The headquarters of the district will be provided with an 
organization provided with the supervisory staff and all the facilities required for 
modem medical practice; (v) in order to obtain maximum results it was suggested that 
the preventive and curative services should be integrated at administrative levels and 
for this purpose organization of primary units were devised. Each unit, it was 
suggested, should consist of six medical officers, six public health nurses and a 75 bed 
hospital and the primary unit to act only as a link in the chain of community's health 
services; (vi) creation of health worker known as 'Health Assistant' to provide a type 
of personnel in assisting the medical man; (vii) secondary unit of 650 bed hospital; 
(viii) district hospital with a capacity of 2500 beds; (ix) employment of social workers 
in all the three type of hospital (primary, secondary and district headquarters) and; (x) 
requirement of field organization focusing on preventing the spread of diseases. 
Short Term Programme: 
Under the short term programme it was proposed that each primary center 
should cover a population of 40,000. The proposed organization under the short term 
programme consisted of two medical officers, four public health nurses, one nurse, 
four trained dais, two health assistants, two pharmacists, one clerk, two fiher mistry 
and one inferior servant (Government of India 1946: pp. 14-39). 
Mudaliar Committee (1962): 
This committee headed by Dr. A L Mudaliar, popularly known as "Health 
Survey and Planning Committee", was appointed to access the performance of health 
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sector since the submission of Bhore Committee report and it advised that: (i) the 
PHC's (Primary HeaUh Centers), sub-divisional and district hospitals should be 
strengthened; (ii) PHC's should provide preventive, curative and promotive services, 
and; (iii) All India Health Services should be created to replace the erstwhile Indian 
Medical Service (http://nihf.org/NDC/DocumentationServices/Committee_and 
commission .html). 
Chadda Committee (1963): 
The government of India appointed a committee in 1963 under the 
chairmanship of Dr. M.S. Chadda, the then Director General of Health Services, to 
advise about the necessary arrangements for National Malaria Eradication Programme 
(NMEP). The committee advised that in NMEP, the basic health workers should 
provide their services in malaria vigilance. The basic health worker should also 
provide the services of family planning and vital statistics under the supervision of 
family planning health assistants (http://nihforg/NDC/DocumentationServices/ 
Committeeand commission.htmlmmission.html). 
Mukherji Committee (1965): 
As mentioned by Park (2005) ,The Central Council of Health at its meeting 
held on 31^' December 1965, appointed a committee under the chairmanship of Shri 
Mukherji, the then Union Health Secretary to undertake the review of 1963 
reorganised family planning programme and its strategy. The committee 
recommended: (i) a separate staff for family planning; (ii) family planning activities 
to be carried out only by the family planning health assistants;(iii) the basic health 
workers not to be utilized for providing the services of family planning, and; (iv) 
delinking of malaria activities from the family planning. The committee pointed out to 
the need for a further review of basic health services so as make it sure that it would 
be in a position to take additional maintenance responsibilities as and when other 
mass programmes could be otherwise integrated in the Basic Health Services (Park 
2005: p. 671). 
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Jugalwalla Committee (1967): 
The Central Council of Health appointed a committee known as Committee on 
Integration of Health Services, in 1694 under the chairmanship of Dr. N. Jugalwalla, 
the then Additional Director of Health Services. The committee submitted its report to 
the government of India in 1967 with the recommendation of constituting a committee 
to evaluate various problems including service conditions and elimination of private 
practice. The committee recommends integration of curative and preventive health 
services by the state in such a manner that the teaching and research department 
cadres is effected. The main steps towards integration recommended by the committee 
include: (i) unification of cadre;(ii) uniform pay scale; (iii) pay according to grade; 
(iv) rotation of officers between clinical, public health teaching and research 
branches; (v) common seniority; (vi) promotion according to merit, years of service 
and administrative capacity; (vii) financial and other incentives to medical officers 
posted in rural areas or areas with any special hazard or risk; (viii) special allowances 
for specialists; (ix) special allowances for special programmes, and; (xi) elimination 
of private practice and compensation for loss of practice and making the non-practice 
allowances realistic (Government of India 1967: pp.33-34). 
Kartar Singh Committee (1973): 
The government of India appointed a committee on "Multipurpose Workers 
under Health and Family Plarming Programmes" under the chairmanship of Kartar 
Singh, the then additional secretary. Ministry of Health and Family Planning, in 1972. 
The committee pointed out that steps should be taken for the integration of medical, 
public health and family planning services at the peripheral level. A committee should 
be set up to examine and made detailed recommendations on: (i) the stmcture of 
integrated services at the peripheral and supervisory levels; (ii) feasibility of having 
multipurpose / bi-purpose workers in the field; (iii) training requirements for such 
workers in the field; (iv) training requirements for such workers, and; (v) utilization of 
mobile service units set up under family planning for integrated medical, public health 
and family planning services operating from tehsil level. 
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Integration as per the committee has three important components: (i) 
integration of buildings; (ii) integration of drugs and equipments, and; (iii) integration 
of personnel. The committee submitted its report in 1973 and gave some 
recommendations: (i) ANM's (Auxiliary Nurse Midwives) to be replaced with female 
health workers and the present day basic health workers, malaria surveillance 
workers, vaccination health education assistants (Trachoma) and family planning 
health assistants to be replaced by male health workers; (ii) in the first phase multi-
purpose workers should be introduced in the areas where malaria is in maintenance 
phase and small pox has been controlled and in the second phase to other areas where 
malaria passes into maintenance phase or where small pox is controlled; (iii) at the 
sub-centre level there should be a team of two health workers, one male and one 
female; (iv) the male health workers should also go to the place of work of villagers; 
(vii) there should be one PHC (Primary Health Centre) for every 50,000 population; 
(viii) in each PHC the population would be divided into sixteen sub-centers, each 
having a population of about 3000-3500 depending on topography and means of 
communications; (ix) the pay scale of the health workers and their supervisors should 
be made uniform in all states; (x) the doctor in charge of PHC should take the overall 
charge of all supervisors and health workers in the area and check their work; (xii) all 
the dispensaries in the jurisdiction of a primary centre should be linked with the PHC 
and each dispensary doctor should render referral services to the cases referred by the 
health workers; (xiii) at the PHC, the doctor should divide the population on 
geographical basis for the purpose of field works; (xiv) to bring about an effective 
integration of workers engaged in vertical programmes the concept should be 
extended to the district and state level; (xv) the committee suggested that there is no 
further valid need for mobile sterilization units; (xvi) for lUD (Intra Uterine Device) 
work there may be justification for the maintenance of some units but their 
continuation should be made subject to fulfillment of specialized targets (Govemment 
oflndia 1972: pp. 2,43-46). 
Srivastava Committee (1975): 
The government of India of India appointed a 'Group on Medical Education 
and Support Manpower' in 1974. This committee was headed by Dr. JB Srivastava, 
the then Director General of Health Services, and thus popularly known as Srivastava 
committee. This committee was mainly set up to look into the pressing problems and 
needs of medical education and support man power and it submitted its report in 
1975. The main recommendations proposed by this committee include: (i) a nation 
wide network of efficient and effective health services need to be reviewed to evolve 
an alternate strategy of development more suitable for our conditions, potentialities 
and limitations; (ii) to create a band of para-professional or semi- professional health 
workers in the community itself in order to provide simple promotive, preventive and 
curative services needed by the community. They will include dais, family planning 
workers, persons capable of providing simple curative services, persons trained in 
promotional and preventive health activities including the control of communicable 
diseases and they need not to be multipurpose; (iii) to develop two cadres consisting 
of health workers and health assistants between the community and the PHC; (iv) the 
to develop links between the PHC's as well as taluka/ tehsil, district, regional and 
medical college hospitals and the community around within a referral service 
complex; (v) establishment of medical and health education patterned after UGC 
(University Grant Commission) and function as an apex coordinating agency and in 
close collaboration with national councils (Goveriunent of India 1975: pp. 40-44). 
Bajaj Committee (1986): 
The Ministry of Health and Family Welfare, government of India, set up an 
"Expert Review Committee for Health Manpower Planning and Development" in 
1986 with great emphasis on the creation of additional facilities for vocational 
training. The committee was appointed under the chairmanship of Prof J. S. Bajaj. 
The recommendations put forward by the committee include: (i) formulation of 
National Policy on Education in Health Sciences (NPEHS) consistent with and 
subservient to the objectives of the National Health Policy on Education, 1986; (ii) to 
carry out realistic health manpower survey; (iii) to launch an effective 
vocationalization by focusing on educational infrastructure, availability of teacher's 
training courses, continuous production of teachers, up gradation of instructional 
technology and educational software; (iv) establishment of Education Commission for 
Health Science as a central organization in the field of professional education in 
health related fields constituted on the line of UGC; (v) Health Science Universities to 
be established in each state and group of union territories; (vi) creation of health 
31 
manpower cells in the state and at the centre to coordinate the implement health 
manpower policy (Government of India 1986: pp. 35-36). 
Health Programmes: 
As mentioned by the Ministry of Information and Broadcasting (2009) various 
programmes were launched by the Government of India (GOI) from time to time. 
Presently the focus is on high morbidity due to communicable diseases, high burden 
of diseases due to non-communicable diseases and nutritional problems. The focus is 
also on the unmet need for contraception and high unwanted fertility. 
I. National Malaria Control Programme (NMCP): 
NMCP was launched by the GOI in 1953 which was based on spraying of 
DDT. In order to eradicate malaria from the country, NMCP was converted into 
National Malaria Eradication Programme (NMEP) in 1958, which resulted in sharp 
decline in malaria and elimination of deaths due to malaria by 1965-66. However the 
operational, financial and administrative constraints led to the increase in the number 
of malaria cases after 1967 and in 1976. The Modified Plan of Operation (MPO), 
integrated with the Primary Health Care delivery system was launched in 1977 to 
prevent the deaths and to reduce morbidity due to malaria. In the North-eastern states 
(except Sikkim), selected high risk areas of Orissa, Jharkhand and West Bengal, an 
Intensified Malaria Control Project (IMCP) was implemented to make the diagnosis 
and treatment accessible in remote areas through community participation, 
encouraging the use of bed nets treated with insecticides and to increase awareness 
and promote NGO and private sector participation. For the implementation of this 
project a grand agreement was signed with global fund for AIDS, Tuberculosis and 
Malaria (GFATM) on 27 June 2005. 
Under Enhancement Malaria Control Project (EMCP) in the eight states of 
Andhra Pradesh, Chhattisgarh, Jharkhand, Gujarat, Madhya Pradesh, Maharashtra, 
Orissa, and Rajasthan 1045 PHC's primarily inhabited by tribal population were 
provided 100% support since 1997 with the assistance from World Bank. The World 
Bank has approved a project on "Malaria Control and kala-azar Elimination" for a 
period of five years with effect from 2008-09. 
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II. Filaria Control: 
Lymphatic Filariasis is a serious disease. The transmission of Filaria is 
through mosquitoes called Culex quinquefasciatus. A pilot project was started in 1997 
on single dose mass DEC (Diethyl carbamazinecitrate) drug administration in 13 
districts of 7 endemic states to reach the target of global elimination of disease by 
2020. Government of India launched the campaign of an annual Mass Drug 
Administration (MDA) with a single dose of DEC tablets in 2004 to the population 
living in the risk of lymphatic filariasis in order to reach the goal of lymphatic 
filariasis elimination from the country by 2015. 
III. Japanese Encephalitis Control: 
Japanese Encephalitis (JE) is an acute virus illness prevalent in the states of 
Uttar Pradesh, Andhra Pradesh, West Bengal, Assam, Tamil Nadu, Kerala, Kamataka, 
Bihar, Goa and Haryana. There is no specific treatment of JE. Government of India 
has launched a JE vaccination programme during 2006 for children in the age group 
of 1-15 years in the eleven districts of the five states of Uttar Pradesh, Bihar, Assam, 
Kamataka and West Bengal with using single dose live attenuated SA-14-14-2 
vaccine. In 2008 the programme was expanded to 23 districts in 9 states. 
IV.Kala Azar Control: 
Kala Azar, a parasitic disease, is caused by Leishmania donovani and 
transmitted by sand flies Phlebotomus argentipes. Kala Azar is endemic in the states 
of Bihar, West Bengal and parts of Uttar Pradesh. The Kala Azar control programme 
was started in 1990-91 which involved assistance in kind provided for procurement of 
insecticides and anti-leishmanian drugs. The National Health Policy 2002 envisaged a 
goal of Kala Azar elimination by the year 2010. To achieve this goal government of 
India is providing 100% support to the states where Kala Azar is regularly found and 
also regular technical guidance. The steps taken by the government to increase Kala 
Azar elimination efforts include: (i) increasing the search of Kala Azar cases through 
Kala Azar fortnight; (ii) patient coding scheme initiated to ensure complete treatment; 
(iii) for early detection and complete treatment rapid diagnostic test (rk39) and oral 
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drug miltefosine were introduced; (iv) identification of Kala Azar activist and 
community mobilization for early reporting treatment of Kala Azar cases. 
V. Tuberculosis (TB) Control: 
India has the highest number of active TB cases and accounts for about one-
fifth of the global TB incidence.. To control TB, National Tuberculosis Control 
Programme (NTCP) has been in operation since 1962. As the programme could not 
achieve desired results, it was reviewed in 1992 and Revised National Tuberculosis 
Control Programme (RNTCP) was launched on 26 March 1997. The RNTCP is an 
application to India of WHO-recommended strategy of Directly Observed Treatment 
Short (DOTS). The RNTCP, implemented with assistance from World Bank, DFID 
(Department For International Development), USAID (United Nations Agency for 
International Development), GDF (Global Drug Facility) and GFATM (Global Fund 
for AIDS, Tuberculosis and Malaria), has objective of maintaining and achieving a 
cure rate of at least 85% among newly infectious TB cases and detection rate of at 
least 70% in the population. The RNTCP envisaged developing an effective 
partnership with NGO's Private Practitioners (PP's), corporate sector, etc. 
VI. National Leprosy Eradication Programme: 
National Leprosy Control Programme (NLCP), based on Dapsona 
Monotheraphy, was launched by the GOI in 1955. The use of Multi Drug Therapy 
(MDT) became widespread from 1982 and the programme was redesigned into 
National Leprosy Eradication Programme (NLEP) in 1983. The programme was 
expanded with assistance from World Bank and the first phase of World Bank 
assisted National Leprosy Elimination Project was in operation between 1993-94 and 
March 2000 and the 2"*^  phase from April 2001 to December 2004. The programme 
has been combined with NRHM (National Rural Health Mission) and the state and 
districts health societies. The NHP, 2002 envisaged the goal of leprosy elimination 
(i.e. to reduce the number of cases to <1/10,000 population) by the year 2005. This 
goal was achieved at the national level in December 2005, when the recorded 
Prevalence Rate (PR) at the national level was 0.95/10,000 population. The number of 
centers providing reconstructive surgery to leprosy affected persons with disabilities 
has been increased to accelerate Disability Prevention and Medical Rehabilitation 
activities. 
VII. National Programme For Control of Blindness: 
National Programme for Control of Blindness was launched in the year 1976 
to reduce the prevalence of blindness from 1.4% to 0.4%. The objectives of the 
programme are: (i) to reduce the backlog of blindness through identification and 
treatment of blind; (ii) to develop the facilities for eye care in every district; (iii) to 
improve the quality of service delivery, and; (iv) to secure participation of voluntary 
organisations in eye care. 
VIII. National AIDS Control Programme: 
The number of persons living with HIV (Human Immuno Virus) in the 
country is 2 to 3.1 million with an estimated adult HIV prevalence of 0.36% in the 
country according to the revised estimates carried out during 2006. Andhra Pradesh, 
Kamataka, Maharashtra, and Tamil Nadu contribute 63% of the HIV infected persons 
in the country, 39.3% of infections are in women and 3.8% in children. Under the 
National AIDS Control Programme various steps were taken by the government: 
A. Targeted Intervention for population at high risk: 
Targeted Intervention (TI) projects have been started to interrupt the 
transmission of HIV among highly vulnerable population which include- commercial 
sex workers, injecting drug users, men who have sex with men, truckers and migrant 
workers. To bring down HIV infection among injectible drug users Oral Substitution 
Therapy has also been introduced in the national programme. 
B. Blood Safety: 
The blood Safety activities are an important part of National AIDS Control 
Programme. The aim of these activities is to make sure provision of adequate safety 
and quality blood through a well coordinated national blood transfusion services and 
to reduce servo-reactivity among the blood donors to less than 1 %. It is obligatory for 
all the blood units to get tested against the five Transfusion Transmissible Infections 
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(TTI's) which include HIV, Hepatitis-B, Hepatitis-C, Syphilis and malaria. Four new 
initiatives which have been recently taken: (i) constitution of ART (Antiretroviral 
Treatment) blood banks in metros is under submission to CCEA for approval; (ii) a 
fractionation plant for rupees 250 crore is under submission to CCEA for approval; 
(iii) to regulate the standards in blood safety a draft law is under submission to 
Ministry of Law, and; (iv) formation of National Blood Transfusion Authority. 
C. Integrated Counseling and Testing Centers (ICTC's): 
ICTC's have been established at medical colleges, district hospitals, sub-
district hospitals, a few Community Health Centers (CHC's) and it is proposed to 
extend the service to all CHC's and public health centers in the country . The number 
of ICTC's in India increased from 982 in 2004 to 4567 in 2007. 
D. Prevention of Parent to Child Transmission: 
ICTC services are provided in the obstetrics and gynecology departments of 
the hospitals, the number of counseled and tested women was 8.8 lakh in 2004, 13.7 
in lakh in 2005, 21 lakh in 2006 and 35.1 lakh in 2007-08. HIV positive pregnant 
women are given a single dose of Prophylaxis nevirapine at the time of labour and the 
new bom within the 72 hours of birth. 
E. Sexually Transmitted Infections: 
For reducing the Sexually Transmitted Infections (STI's), National AIDS 
Control Organisation (NACO) and Reproductive Child Health (RCH) divisions 
jointly produced a manual on management of STI's to involve physicians working in 
private health sector and improve the services in government health sector. 
F. Care and support: 
From 1^ ' April 2004, GOI announced a policy cum programme commitment 
for giving free ART (Antiretroviral Treatment) which include a combination of at 
least three ARV (Antiretroviral) drugs given to HIV infected individuals when they 
reach advanced immune suppression stage. 
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G. National pediatric AIDS initiative: 
NACO has launched National pediatric AIDS initiative on 30* November 
2006 to provide complete care and support to HIV infected children. The guidelines 
for the ART have been developed for this initiative of NACO along with Indian 
Academy of Pediatrics (lAP), UNICEF (United Nations International Children's 
Emergency Fund), WHO and Clinton Foundation. 
H. Condom Promotion: 
Condom promotion is central to HIV/AIDS programme and during NACP III 
3.5 billion condoms are targeted to be distributed through three million outlets. 
I. lEC (Information Education and Communication) Initiatives: 
NACO is working on a community strategy to bring about behavioural 
change. NACO has concentrated on reduction of stigma and discrimination against 
HIV/AIDS infected persons, promotion of services, etc. 
J. Mainstreaming: 
In order to make multisectoral approach for prevention of HIV/AIDS 
successful. National Council on AIDS has been formed under the chairmanship of 
Prime Minister with thirty three ministries and departments. 
IX. National Iodine Deficiency Disorder Control Programme: 
Iodine is an essential micro-nutrient whose deficiency can cause mental 
retardation, cretinism, abortions, still births, deaf mutism, squint and various types of 
goiter. The government of India is implementing the National Iodine Deficiency 
Disorder Programme (NIDDCP), which was formerly known as National Goiter 
Control Programme (NGCP), since 1962. It is a 100 percent centrally sponsored 
programme with emphasis on the provision of iodated salt, IDD (Iodine Deficiency 
Disorder) survey / resurvey, laboratory monitoring of i&dated salt and urinary iodine 
excretion, health education and publicity. The government of India under the Food 
Adulteration Act, 1954 with effect from 17* May 2006, has banned the sale of non-
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iodated salt in the entire country for direct human consumption. The Ministry of 
Health is providing financial assistance to all the states / UTs for the establishment of 
an IDD Control Cell, IDD monitoring laboratory and also assistance for conducting 
surveys and Health Education and publicity for consumption of iodated salt by the 
population for proper implementation of the programme. 
X. National Mental Health Programme: 
In India several mental disorders such as schizophrenia, bipolar disorder, organic 
psychosis and major depression affect nearly 20 per 1000 population. To address the 
huge burden of disease, National Mental Health Programme (NMHP) was started in 
1982 with the objectives of: (i) ensuring availability and accessibility of minimum 
mental health care, particularly to the most vulnerable sections of the population; (ii) 
encouraging knowledge and skills of mental health in general healthcare and social 
development; (iii) promoting community participation in mental health service 
development and stimulating self help in the community. During the tenth five year 
plan MNHP was restrategised fi^om single pronged to multi-pronged programme. 
During the eleventh five year plan it has been proposed to decentralize the programme 
and synchronize with the NRHM for optimizing the results. The main components 
proposed under NMHP are: (i) to establish centers of excellence in mental health; (ii) 
to provide support for the development of manpower in mental health; (iii) 
improvement of the psychiatric wings of medical colleges / general hospitals and 
modernization of mental hospitals run by the state; (iv) District Mental Health 
Programmes added with the components of counseling services in schools, colleges, 
stress management and services for suicide prevention; (v) to overcome the stigma 
associated with the mental illness; (vi) to encourage the research in mental health; 
(vii) to secure the participation of NGO's and public-private partnership for proper 
implementation of the programme; (viii) effective implementation and evaluation at 
central, state and district level. 
XI. Yaws Eradication Programme: 
Yaws Eradication Programme (YEP) was started in 1996-97 in the Koraput 
district of Orissa as a central health sector scheme. During the ninth plan, the 
programme was extended to forty-nine yaws endemic districts in ten states, to reach 
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the tribal areas of the country. The Yaws Eradication Programme is implemented by 
state health directorates through existing health care system and the strategy includes: 
(i) trained manpower development; (ii) active detention and treatment cases and 
contracts; (iii) multi-sectoral approach. 
XII. National Cancer Control Programme: 
The National Cancer Control Programme was launched in 1975-76 with the 
aim of primary prevention, early detection, treatment and rehabilitation. The focus of 
the revised programme completed in December 2004 is to provide cancer care 
facilities equally across the country. The five schemes under the revised programme 
are: (i) recognizing new Regional Cancer Centers (RCC's) by providing a grant of Rs. 
5 crore; (iii) strengthening of existing RCC centres by providing a grant of Rs. 3 
crore; (iv) development of oncological wings; (v) district Cancer Control Programme 
for a period of five years; (vi) providing a grant of Rs. 8000 per camp to the NGO's 
for decentralized NGO scheme. 
XIII. Prevention of Food Adulteration Programme: 
The "Prevention of Food Adulteration Act, 1954" has been enacted with the 
objective of ensuring pure and wholesome food and preventing fraud or deception. 
The act has been amended thrice in 1964, 1976 and in 1986. A three-tier system 
involving government of India, state / UT governments and local bodies is working 
for ensuring the food quality and food safety in the country. In order to tackle the 
constraints in making the programme successful, the efforts taken by the central 
government include: (i) refresher training programmes for food inspectors, local 
(health) authorities, food health authoriUes, public analyst and chemists; (ii) 
availability of sophisticated equipments to state food testing laboratories; (iii) to link 
states electronically with its district headquarters. The expenditure for this is proposed 
to be provided by World Bank assisted capacity building project for food and drugs 
and implemented by the central government; (iv) to provide one analyst in each food 
testing laboratory; one laborator)' in each state is being provided with standard 
reference material for pesticides, listed under rule 65 of PFA (Prevention of Food 
Adulteration) Rules, all the metals listed under rule 57 of the PFA Rules; (v) new 
editions of the books on methods of analysis are being supplied to most of the 
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laboratories; (vi) to organize training programme for consumers, traders, vendors and 
street food hawkers; (vii) to organize sensitization training programmes for Port 
(Health) Officers / custom Officers / Custom House clearing agents and importers. 
The Food Safety and Standards Act, 2006 (FSSA) was enacted by the parliament in 
August 2006. With the coming into effect of FSSA 2006, the Prevention of Food 
Aduheration Act, 1954 will stand repealed but the standards, safety requirements and 
other provisions of Act and the rules and regulations made there under and the orders 
listed in the second schedule shall continue to be in force till new standards are 
specified. In order to strengthen the food safety infrastructure in the country, a five 
year World Bank Aided Capacity Building Project for Food Safety and Quality 
Control of Drugs has been launched by the government which has become effective 
from October 2003. 
XIV. Rashtriya Arogya Nidhi: 
Rashtriya Arogya Nidhi (RAN) was formed in 1997 under the Ministry of 
Health and Family Welfare with an initial contribution of Rs five crore. It was 
previously known as National Illness Assistance Fund (NIAF). Under this scheme 
financial assistance upto Rs. 50,000 is given to the patients living Below Poverty Line 
through the medical superintendents of Dr. Ram Manohar Lohia Hospital, Safdarjang 
Hospital, Lady Hardinge Medical College, Smt. Sucheta Kripalani Hospital, All India 
Institute of Medical Science?, Post Graduate Institute of Medical Education and 
Research, Chandigarh, Jawaharlal Nehru Institute of Post Graduate Medical 
Education and Research, Pondicherry, National Institute of Mental Health and 
Neurosciences, Banguluro, Chittranjan National Cancer Institute, Kolkata, Sanjay 
Gandhi Post-Graduate Institute of Medical Sciences, Lucknow, Gandhi Memorial 
Hospital and King George Medical College Lucknow and the Central Institute of 
Psychiatry Ranchi. 
XV. Family Planning Programme: 
In order to achieve population stabilization, great emphasis is laid on 
addressing the unmet need for contraception. In 2002, IUD380A was introduced in 
India as a method of spacing because of its longevity and cost effectiveness. An 
alternative methodology of training in lUD (Intra Uterine Device) services is being 
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launched using zoo anatomic pelvic models in order to overcome the lack of skilled 
manpower. Emergency Contraceptive Pills (ECP) was introduced in NFWP (National 
Family Welfare Programme) 02-03. GOI has also introduced District Trainers 
Training strategy under which each district is provided with district trainer. The 
district trainer would be responsible for providing services to the acceptors of No 
Scalped Vasectomy (NSV) as well as training to other doctors. Compensation is 
provided to the acceptors of the sterilization services to compensate for their loss of 
wages. National Family Planning Insurance Schemes (NFPIS) has also been 
introduced by the government of India in November 2005 under which the clients or 
their dependents are given compensation in the events of failure, complications or 
death. Under this scheme the surgeons are also covered under indemnity insurance to 
take care of litigation faced by them in case of failure, complication or death. 
XVI. Pulse Polio Immunization Programme: 
Pulse Polio Immunization (PPI) programme was launched in 1995-1996 to 
cover all the children below the age of 3 years. However, the target age group was 
increased from three to five years from 1996-97 to increase the speed of polio 
eradication. Initially PPI progranmie include vaccinating the children twice on 
National Immunization Days (NID) at fixed booths. During 1999-2000, in addition to 
booth immunization, a house-to-house search of missed children was undertaken for 
1-3 days following NID and sub NID was undertaken. Significant progress has been 
achieved in controlling the transmission of Wild Polio virus, Type-2 polio virus has 
been eliminated from the country since 1999, the circulation of Type 3 is restricted 
mainly in the districts of west Uttar Pradesh and the circulation of Type-1 virus is 
limited to the endemic districts of Uttar Pradesh and Bihar. 
(Ministry of Information and Broadcasting 2009: pp. 451-479,499-503). 
Health Sectors in India: 
The health services in India are provided to the masses by the: 
^ ^ " ^ 
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(I) Public Sector: 
Under the constitution of India, public health is a shared responsibility of the 
central, state and local levels of governments. However, health is essentially a state 
responsibility. The amount of public health spending is not uniform throughout the 
country but the state and local governments account for three-fourth of the total public 
health spending. Decentralization of states is also not uniform and in some states local 
bodies have a significant responsibility for service management implementing 
programmes of national and state governments (World Bank 2002: p. 40). The 
responsibility for providing public health services, as mentioned by Gupta (2004) and 
Rani (2004), are specified in the union list (for the central government), the state list 
(for the state government), and the concurrent list (for the shared responsibility of 
central and state governments. The responsibility for the central government includes 
looking at port quarantine, research and specific and technical education. Citing 
Gupta and Mishra and others, Gupta and Rani pointed out that the concurrent list 
includes the responsibility of prevention of spread of infectious or contagious 
diseases, and pests from one state to another, and issues such as family planning, 
medical education, foods and drugs, and vital statistics. All other public health 
services and the services related to environmental sanitation are listed in state list. The 
center exercises large amount of powder through fiscal control. Using its financial and 
political leverage, the central government can persuade the states to work towards 
specific health objectives and priorities and can provide required technical support for 
this. For instance, rural sanitation was largely neglected by the state governments until 
Central Government Rural Sanitation Programme was launched by the central 
government in 1984 (Gupta and Rani 2004; pp. 2-4). Public sector provides mainly 
preventive health services, freely at all the levels- primary secondary and tertiary 
level. "Goals and strategies for the public sector in health care are established through 
a consultative process involving all levels of government through the Central Council 
of Health and Family Welfare" (Advani and Akram 2007: p. 10). As mentioned by 
Gupta and Rani the Ministry of Health and Family Welfare (MoHFW) is headed by a 
cabinet level health minister. Three independent departments, each headed by a 
secretary, are governed by MoHFW. These include: (i) Department of Health (DH): 
It largely deals with public health, medical services, medical education, standard for 
food and drugs, professional councils, and international aid and health research. A 
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large number of autonomous research and training institutions, wliich include 
National Institute of Communicable Diseases, Central Bureau of Health Intelligence, 
various apex and regional training institutes, and specialised training institutes such as 
Central Food Laboratory, Central Drug Laboratory, etc., support DH in carrying its 
work; (ii) Department of Family Welfare: This department mainly deals with family 
planning and maternal and child health. The department of health is supported by a 
network of institutions and eighteen research centers throughout the country; (iii) 
Department of Indian System of Medicine and Homeopathy (DISMH): All the 
matters concerned with the alternative system (Ayurveda, Unani, Siddha and 
Homeopathy, Naturopathy and Yoga) are under the purview of DISMH. 
(Gupta and Rani 2004: pp. 2-4). 
Limitations of Public Health Sector: 
Bjorkman (2009) and Raman (2009) argue that India's public health system is 
affected by a large number of factors such as shortage of resources and budgetary 
allocations and organizational and managerial deficiencies. In addition to this 
whatever resources are available are inequitably distributed towards the tertiary health 
care services, thus the primary health care level suffers. Due to the lack of services the 
poor people seek the health services from private sector which increase which 
increase the economic stress on the poor. The major health problems faced by India's 
public health system include: (i) Inability to address emerging diseases and 
epidemiological transition; (ii) Inadequate financial resource commitments, including 
the inequitable budgetary allocations: The main reason for the low status of India's 
public health system is inadequate allocation of funds. A large proportion of state 
health budget is spent on the salaries thus leaving a little for essential drugs, supplies 
and maintenance of existing services. The efficiency and equity is affected by the 
disparity in the distribution of resources between primary and tertiary health care 
level; (iii) Inefficiency in structure and management: There has been a large growth of 
public health as well as referral institutions over the successive plan periods. However 
this has been without giving proper attention to institutional capacity, allocation of 
resource, standard of quality and performance, management system and better 
governance. This has increased both the complexity as well as inefficiency of the 
public health system; (iv) Poor mobilization of the community as critical stake holders 
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in the health sector including local bodies, NGO's (Non-Govemmental Organizations) 
and private sector: Though constitutionally health is a state responsibility but center 
plays a major role in guiding the health policy. Health service plans are based on the 
health objectives of the state and not on the assessment of the community needs. 
Many states are strapped for resources because mobilization of local resources for 
improving the quality of services in public health institutions has been unsuccessful. 
Since the involvement of NGO's is increasingly part of delivery of health services in 
public sector, many of these health services resolve around family planning and 
preventive services. As a result of this primary level health institutions are regarded as 
family planning units (Bjorkman and Raman 2009: pp. 38-40). 
Qadeer (2006) and Reddy (2006) in their paper Medical Care in the Shadow of 
Public Private Partnerships argue that various factors are responsible for the 
distortion of public health sector in India: (i) the democratic govenmient, which is 
dominated by powerful sections of the society, gives priority to these powerful 
sections and thus neglecting the vast majority of poorer people, these problems have 
been recognized officially many times but are rarely corrected; (ii) most of the 
professionals are trained in western tradition of medical education which are largely 
dependant on medical technology and separated from social and political imperatives. 
This gap has been neglected in the educational and planning process; (iii) citing 
Sexton, Qadeer and Reddy pointed out that public private which has failed in many 
countries and are faced with many contradictions such as ethical constraints has been 
chosen in India to heal the ailing public health system (Qadeer and Reddy 2006: pp. 
5-6). 
II. Private Health Sector: 
In India the private health care services, argues National Coordination 
Committee (NCC) Jan Swasthy Abhiyan (2006), are provided by herbal healers, 
modem unqualified or quasi-qualified 'quack', and qualified practitioners of different 
systems of medicine. Until mid seventies, large private hospitals were not for profit or 
charitable in nature and for-profit private hospitals were primarily small nursing 
homes. After mid-seventies there was large growth in the private hospital and various 
incentives were provided for setting up private hospitals and by 1990's corporate 
sector came forward to invest in private healthcare and thus expanding this sector. 
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Although most of the health care is provided by private sector, there is lack of any 
regulation and specification of standards for private health care (NCC Jan Swasthya 
Abhiyan 2006: pp. 23-26). The private health sector in India, as mentioned by 
Bjorkman (2009) and Raman (2009) in Public Private Partnerships in Health Care in 
India: Lessons for Developing Countries, includes 'for-profit' and 'not-for-profit' 
agents, groups and organizations. These include individual or group practitioners, 
polyclinics, nursing homes, the diagnostic centers, pathology laboratories, pharmacy 
shops, stand- alone specialists services, trusts and corporate firms. The for-profit 
health care is generally provided by the individual practitioners where as there is no 
clear demarcation for the not-for-profit health sector. Bjorkman and Raman while 
citing reports of World Bank mention that in 1947 the private sector provided 8% of 
health care facilifies and today 93% of all hospitals, 64% beds, 85% of doctors, 80% 
of out-patients and 57% of in-patients are in private sector. The payment in the private 
sector is largely fee-for-service and paid out of pocket by the patients. There is no 
uniform standard for the charge of similar activities. The cost of services is lower in 
rural areas where as it is higher in areas where the capacity of the people to pay is 
high. 
Limitations of Private Health Sector in India: 
In India the private health sector suffers from many limitations which include: 
(i) there is no regulation on the private health care. Thus, private health care providers 
operate in residential areas and market places and they are free to provide services of 
whatever quality and at any cost; (ii) excessive capacities have led to both excessive 
as well as irrational use of technologies. The private health care facilities are generally 
known for over prescribing and subjecting the patients for unnecessary diagnostic 
investigations, and; (iii) Citing Basu, Bjorkman and Raman argue that the private 
sector hire the required staff at low wages and discharge the patients earlier than what 
is medically advisable in order to obtain quick turn over of the patients (Bjorkman and 
Raman 2009: pp. 47-48). 
Public private Partnerships in India: 
Qadeer (2006) and Reddy (2006) have pointed out that much before the health 
sector reforms (HSR) in India private practice had entrenched itself with the structure 
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and thus promoted the emergence of pubUc private partnership. With the acceptance 
of HSR, the state proposed to increase the involvement of voluntary and private 
organizations in the provision of health care and to increase the quality of care at the 
tertiary level user charges were also introduced (Qadeer and Reddy 2006: p. 8). 
According to Bjokman (2009) and Raman (2009) in India the private sector has been 
involved in health by various states during the past decades. Earlier the environment 
of the private sector in health included the establishment of the medical colleges, 
super-specialty hospitals, etc. However, the involvement of private sector in the 
delivery of health services to the poorest section is the recent phenomenon. Both the 
central and the state governments have initiative PPP (Public Private Partnership) 
arrangements during the past decade. Efforts are been made to produce successful 
partnership between public private and voluntary sector in delivering the health 
services at primary, secondary and tertiary level. Various case studies, as mentioned 
have been carried out in some states to understand the public-private partnership in 
the health. Some of these are: 
Municipal Corporation of Delhi (MCD) and Arpana Swasthya Kendra (ASK), 
Delhi: 
This project is conceptualized and approved by a few officials in Municipal 
Corporation of Delhi (MCD). This initiative was opposed by MCD health staff unions 
as they considered it as a move towards privatization of health facilities of MCD. Any 
medical officer has not been provided by MCD at the health facility for coordination 
and supervision. The zonal health officers are not enthusiastic reporting on the NGO's 
management. Although, patients are unhappy on certain aspects such as user fees but 
they agree that voluntary health care center provides better health services than any 
other government hospitals. However, the financial sustainability of private partner is 
not clear and when the project director is transferred, the possibility of continuing 
with the same private agency will be doubtful. In the long run, the role of public staff 
unions will also be critical. In such a situation, the whole project may be sidelined or 
perhaps deliberately negatively targeted of the leadership changes. 
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Rajiv Gandhi Super- Specialty Hospital, Raichur: 
Due to lack of Super Specialty services in Northern Kamataka, the 
government of Karnataka built Rajiv Gandhi Super-specialty hospital. The hospital 
however, could not retain sufficient specialists and thus government of Kamataka 
transferred the management and operation of the hospital to the private agency, the 
Apolo Hospital enterprises limited, that reserves 40% of in-patients for patients below 
the poverty line. During the first year many poor patients came to the hospital for free 
care. Since there was no mechanism to claim for such benefits, then the contract was 
amended so that patients in the BPL (Below Poverty Line) category must be referred 
by a government hospital or clinic before claiming such services. The initial contract 
between the partners is for ten years but extendable for another decade which has its 
own merits and demerits. Long contracts are profitable for the private for- profit 
organization especially in underdeveloped region. However, the government runs the 
risk of not making efforts to develop its own infrastructure to manage it better by 
relying too much of private sector services. It is given in the agreement that for three 
years the profit will not be generated by the hospitals, and for that period government 
will bear all the expenses (losses) and for the subsequent years. From the fourth year 
onwards the hospital is expected to generate a surplus and in case the losses continue, 
the hospital still receives an annual charge calculated at three percent of turnover in 
addition to reimbursement of all expense. Profit will be divided between the 
goverrmient and the private partners in the ratio of 70:30. In 2004, Rajiv Gandhi 
Hospital met with a loss of 23 million rupees. Verification of patients eligible for free 
services have been a major concern and the politicians also recommend people for 
free services even if they are not eligible (Bjorkman and Raman 2009: pp. 56-58). 
Gupta (2004) and Rani (2004) have argued that for good health outcomes, 
health agencies should work towards building: (i) coordination between various actors 
in the public health agencies with other public agencies who have a bearing on health; 
(ii) coordination with the private sector, especially with the private health 
practitioners, and (iii) continuous partnership with communities to increase awareness 
of the need to monitor local programs and policies to build the public demands for 
better health outcomes and change the personal health behaviours (Gupta and Rani 
2004: p. 2). 
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Health Structure: 
Health care in India, as noted by Park (2005) in Park's, Text Book of Preventive 
and Social Medicine, consists of three levels (I) Primary, (II) Secondary, and (III) 
Tertiary. 
(I) Primary Health Care: 
Primary Health Care is based on four principles, which include: equitable 
distribution, community participation, inter-sectoral coordination and appropriate 
technology. The principle of equitable distribution means that all people should have 
access to health care and the health services must be shared by all irrespective of their 
capacity to pay. The principle of community participation means that the individuals, 
families and communities must be involved in the planning, implementation and 
maintenance of health services. The third principle, inter sectoral coordination, is 
based on the fact that primary health care cannot be provided by the health sector 
alone, but it requires the cooperation and coordination of sectors such as agriculture, 
education, food etc. as has been stated in the declaration of Alma Ata Conference on 
Primary Health Care in 1978. Appropriate technology is defined by Bretlet as the 
"technology that is scientifically sound, adaptable to local needs, and adaptable to 
those who apply it and those for whom it is used, and that can be maintained by the 
people themselves in keeping with the principle of self reliance with the resources the 
community and country can afford" (Park 2005: pp. 685-687). The primary health 
care is provided by the Primary Health Centers (PHC's) and their sub-centers, through 
a vast network of health workers, village health guides and trained dais (Park 2005: p. 
685). Since 1990's there has been the target of establishing one sub-center staffed by 
health worker both female and male for a population of 5000 in plains and 3000 in 
hilly and tribal areas; and one PHC staffed by a medical officer and other paramedical 
staff for a population of 30,000 in plains and 20,000 in hilly and tribal areas (Advani 
and Akram 2007: p. 12). The PHC's provide the services which cover all the essential 
elements of primary health care (Suryakantha 2009: p.713) The number of sub-centers 
was 27,929 in 1971, 131,098 in 1991, 136379 in 1997 and 144, 988 in 2005-2006 and 
the number of PHC's was 725 in 1951, 5131 in 1971, 22243 in 1991, 22446 in 1997 
and 22, 669 in 2005-06 (Kurian and Sathyamala 2008: p. 277). 
48 
(II)Secondary Health Care: 
This is the first referral level and the health services are generally provided by 
district hospitals and Community Health Centers (CHC's) (Park 2005: p. 685). The 
CHC's provide inpatient and outpatient services, specialist services, specialist 
diagnostic services and emergency care (Suryakantha 2009: p.716). One CHC or an 
upgraded PHC with 30 beds and basic specialties is established for a population of 
80,000 to 120,000 and a CHC acts as a referral center for four PHC's (Advani and 
Akram2007:p.l2). 
(Ill) Tertiary Health Care: 
At this level health care is provided by regional or central level institutions 
and citing WHO, Park mentions that this is more specialised than the secondary level 
and involves highly specialized health workers (Park 2005: pp.685-686). To enable 
the tertiary heahh care facilities at the regional level, Pradhan Mantri Swasthya 
Suraksha Yojna (PMSSY) was formulated under which six AIIMS (All India Institute 
of Medical Sciences) like institutions are to be set up and thirteen medical colleges are 
to be upgraded (Ministry of Information and Broadcasting 2009: p. 451). The number 
of allopathic doctors in 1951 was 60,840 which increased to 153,000 in 1971, 395, 
801 in 2005 and the number of allopathic medical colleges in India was 30 in 1951, 
98 in 1971, 128 in 1991, 165 in 1997 and 262 in 2005 (Kurian and Sathymala 2008: 
p. 277. There are about 7.1 lack registered AYUSH practitioners in India, of which 
about two lakh are non-institutionally qualified. The central government's programme 
for "mainstreaming Ayurveda" involves utilizing AYUSH(Ayurveda, Unani, Siddha 
and Homeopathy) graduates in district health centers to deliver biomedical services in 
remote areas where MBBS (Bachelors in Medicine and Bachelors in Surgery) 
graduates are not available (Abraham and Sujatha 2009: p.41). 
Health Policies in India: 
National Health Policy 1983: 
The first land mark in the official health policy of independent India as 
mentioned in India Social Development Report 2006 was the acceptance of 
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recommendation of Bhore committee of 1946, which laid the foundation of 
comprehensive rural health services through PHC's. The government of India put 
forth the National Health Policy (NHP) 1983 to attain the goal of Health For All 
(HFA) by the year 2000 for establishing effective and efficient healthcare system for 
all the people, in particular vulnerable groups such as women, children and under 
privileged. In NHP of 1983, priority was given to: (i) developing infrastructure for 
primary health care; (ii) inter sectoral coordination; (iii) active involvement and 
participation of voluntary organizations; (iv) provision of essential drugs and 
vaccines; (v) improvement in family welfare services (Ali and Nanda 2006: pp. 25-
26). 
Strategies: (i) prohibition of private practice by government doctors; (ii) using the 
services of AYUSH; (iii) universal adult literacy; (iv) health education programmes; 
(v) introducing techniques of population control and nutrition promotion in school 
curricula; (vi) health information system; (vii) health insurance; (viii) promoting basic 
and applied research; (ix) establishment of intersectoral coordination; (x) training the 
categories of medical personnel (Surykantha 2009: pp. 738-739). 
National Health Policy 2002: 
The NHP 1983 was revised by the government of India in 2002. The NHP-
2002 prescribed the following measures: (i) to increase the health sector expenditure 
to 6 percent of GDP (Gross Domestic Product), with 2 percent of GDP being 
contributed as public health investment, by the year 2010. With this the contribution 
made by the central government would increase from the 15 percent to 25 percent by 
the year 2010; (ii) to reduce the various kinds of inequities and imbalances; (iii) 
increase allocation of 55 percent of the total health investment for the primary health 
sector, 35 percent and 10 percent for secondary and tertiary sectors respectively. The 
increase in the investment at the primary level is to achieve the objective of reducing 
inequalities and imbalances; (iv) a key role to be played by the central government in 
designing national programmes with the active participation of the state governments. 
To optimize the utilization of the public health infrastructure at the primary level the 
policy envisages gradual convergence of all health programmes under a single field 
administration which will bring about a desirable optimization of outcomes through a 
convergence of all public health inputs. The policy also envisages that programme 
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implementation be effected through autonomous bodies at state and district levels. 
The policy also highlights the need for developing the capacity for scientific 
designing of public health projects, suited to the local situation; (v) all the rural health 
staff to be available for the entire gamut of public health activities at the decentralized 
level; (vi) reviving of the primary health system by providing some essential drugs 
under central government funding through the decentralized health system. This will 
create a demand for other professional services from the local population which in 
turn will boost the revival of activities in these service centers; (vi) need for more 
frequent training of public health medical and para-medical officers; (vii) need for 
levying reasonable user-charges for certain healthcare services at the secondary and 
tertiary level for those who can afford to pay; state governments should consider the 
need for expanding the pool of medical practitioners to include licentiates of medical 
practice, as also practitioners of Indian systems of medicine and homeopathy. The 
policy also envisages that the scope of the use of paramedical manpower of allopath 
would also be examined for meeting the public health requirements. These can be 
permitted after adequate training, and monitoring of their performance through 
professional council; (viii) great emphasis to be laid down upon the implementation of 
public health programmes through local self government institutions; (ix) need for 
introducing of minimal statutory norms for the deployment of doctors and nurses in 
medical institutions under the Indian Medical Council Act and Indian Nursing 
Council Act, respectively; (x) setting up of a Medical Grants Commission for funding 
new government medical and dental colleges in different parts of the country; (xi) 
need for specialists in public health and family medicine; (xii) need for an 
improvement in the ratio of nurses vis-a-vis doctors/beds. The policy also lays 
emphasis on improving the skill level of nurses, and on increasing the ratio of degree-
holding nurses vis-a-vis diploma holding nurses; (xiii) emphasis on basing treatment 
regimens on a limited number of essential drugs in both public and private health 
domain; (xiv) setting of an organized urban primary healthcare structure. The 
structure conceived under this is two-tiered: (a) first tier of primary centre covering a 
population of one lakh, with a dispensary providing an OPD (Out Patient Department) 
facility and essential drugs; (b) second tier of urban health organization at the level of 
government general hospital, where reference is made from the primary centre; (xv) 
need for decentralizing mental health services and also upgrading of physical 
infrastructure of mental health institutions; (xvi) need for Information, Education and 
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Communication (lEC) policy to increase the dissemination of information to those 
population groups who cannot be effectively approached by using only the mass 
media. It also lays emphasis on school health programmes aimed at preventive-health 
education, providing regular health checkups and promotion of health seeking 
behavior among children; (xvii) emphasis on increase in goverrmient funded health 
research to a level of one percent of total health spending by 2005; and upto 2 percent 
by 2010; (xviii) welcoming private sector in all areas of health activities; (xix) 
emphasis on the need for simplifying the procedures for government civil society 
interfacing to enhance the involvement of civil society in public health programmes; 
(xx) emphasis on the need for full operationalization of national disease surveillance 
network; (xxi) emphasis on meeting the needs of women's health; (xxii) notification 
and implementation of contemporary code of ethics by Medical Council of India 
(MCI); (xxiii) emphasis on the need for the enforcement of quality standards for food 
and drugs; (xxiv) need for regulation of standards in paramedical disciplines, (xxv) 
there should be an interface between independently stated policies and programmes of 
the environment related sectors and policies and programmes of health sector; (xxvi) 
need for providing secondary and tertiary health service, to users from overseas who 
have the ability to pay, and; (xxvii) a national patent regime for the future which will 
help to secure the country, under its patent laws, access to latest medical and other 
therapeutic discoveries at affordable costs. 
Objectives: (i) to increase the standard of health of general population by 
increasing the access to decentralized public health system; (ii) to make the health 
services equitable; (iii) to increase the public health investment; (iv) to enhance the 
health services provided by the private sector for those who have the capacity to pay, 
and; (v) to give primacy to first line curative initiatives at the primary level. 
Goals: (i) eradicate Polio and Yaws by 2005; (ii) eliminate Leprosy by 2005, 
Kala Azar by 2010 and Lymphatic filariasis by 2015; (iii) achieve zero level of 
HIV/AIDS by 2007; (iv) reduce mortality because of Tuberclosis (TB), Malaria and 
other vector borne and disease borne diseases by 2010 upto 50 percent; (v) to reduce 
prevalence of blindness to 0.5 percent by 2010; (vi) to reduce Infant Mortality Rate to 
30/1000 and Maternal Mortality Rate to 100/100000 to 2010; (vi) increase the 
utilization of health facilities from the current level of < 20 to >75 percent by 2010; 
52 
(vii) to increase the public health expenditure from the current level of 0.9 percent of 
GDP to 2 percent of GDP by 2010; (viii) to increase the share of central government 
at the level of 25 percent by 2010 and the share of state government from 5.5 percent 
to 7 percent of the budget. http://www.mohfw.nic.in/NRHM/Documents/ 
National_Health_Policy_2000.pdf 
National Rural Health Mission: 
The government of India, Ministry of Health and Family Welfare, launched 
National Rural Health Mission (NRHM) in 2005. In its preamble it is mentioned that 
recognizing the importance of health as contributor of social and economic 
development, the government of India has launched this mission to reform the basic 
health care delivery system and adopt the synergistic approach by relating health to 
the determinants of good health. The mission aims to improve availability of health 
care to the people, especially to the rural population, poor, women and children. 
Public health expenditure in India has declined from 1.3% of GDP in 1990 to 0.9% in 
1999. State government has contributed largely to public health than Union 
Government that is 85% and 15% respectively. There is lack of community ownership 
of public health programmes and integration of determinants of health, regional 
inequalities, uncontrollable increase of population, and curative services favouring the 
rich. Only 10% Indians have some form of health insurance, over 40 percent of the 
population either borrow or sell their assets to cover the health expenses. Keeping in 
view these facts NRHM (2005-12) seeks to provide effective healthcare to rural 
population with special focus on 18 states, which have weak public health indicators. 
The mission is an articulation of the government of India to raise public spending on 
health and to reform health system to handle increased allocation, promote policies 
related to public health management and delivery of health services as promised in 
National Common Minimum Programme (NCMP). 
Strategies: 
The strategies to be followed under this mission have been divided into core 
strategies and supplementary strategies: (i) Core Strategies: (a) to train and enhance 
capacity of Panchayati Raj Institutions (PRI) to own, control and manage public 
health services; (b) promote healthcare at household through female health activist 
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(ASHA), (c) health plan for each village through Village Health Committee of the 
Panchayat; (d) strengthening sub-centres through unified fund; (e) strengthening 
existing PHCs and CHCs, and provision of 30-50 bedded CHC per lakh population 
for improved curative care to a normative standard; (f) implementation of an inter-
sectoral District Health Plan prepared by the District Health Mission integrating 
vertical Health and Family Welfare programmes at National, State, Block, and 
District levels and provide technical support at all these levels; (g) policies for 
deployment and carrier development of human resources for health and developing 
capacities for preventive health care at all levels.(ii) Supplimentary Strategies: (a) to 
regulate private sector including the informal rural practitioners; (b) to ensure 
availability of quality services to citizens at reasonable cost; (d) promotion of Public 
Private Partnerships (PPP's) (e) mainstreaming AYUSH; (f) reorienting medical 
education to support rural health (g) pooling and social health insurance to provide 
health security. 
Plan of Action: 
(I) Accredited Social Health Activists (ASHA): (i) every village will have 
ASHA chosen by and accountable to the panchayat to interfere in public 
health system; (ii) ASHA would act as a bridge between the ANM (Auxiliary 
Nurse Midwife) and the village; (iii) she will be an honorary volunteer 
provided with many for promoting health and sanitation services; (iv) the 
compensation of ASHA will be based on her performance such as promoting 
universal immunization, referral and escort services for RCH (Reproductive 
and Child Health), etc. ; (v) she will be promoted all over the country with 
special emphasis on 18 states; (vi) the cost of training, incentives and medical 
kits to be provided by the government of India and the cost of remaining 
components to be funded under financial envelope provided to the states under 
this programme; (vii) cascade model of training was proposed including 
contract plus distance learning model which will require partnership with 
various organisations like NGOs/ ICDS(Integrated Child Services) and State 
Health Institutes. 
(H) Strengthening Sub-centres: (i) each sub-centre will have a united fund for 
local action deposited in a joint bank account of ANM and Sarpanch and 
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operated by the ANM in consultation with the village He^kh COmraitteeHii) y/' 
supply of essential drugs to the sub centers; (iii) sanction of new siiB-cefltere as 
per need 
(III) Strengthening Primary Health Centers: (i) strengthening PHC for quality 
preventive, promotive, curative, supervisory and outreach services; (ii) regular 
supply of drugs and equipment; (iii) provision for 24 hour service in 50% 
PHCs by addressing shortage of doctors; (iv) observance of standard treatment 
guidelines and protocols; (v) programmes for communicable and non-
communicable disease, and; (vi) provision of 2"'' doctor at PHC level 
according to the need. 
(IV) Strengthening CHCs for First Referral Care: (i) operationalizing 3222 
existing CHCs (30-50 beds) as 24 Hour First Referral Units; (ii) codification 
of new Indian Public Health Standards, (iii) setting norms for infrastructure, 
staff, equipment, management, etc. for CHCs; (iv) promotion of stakeholder 
committees for hospital management; (v) developing standards of services and 
costs in hospital care; (vi) creation of new CHCs to meet the demand. 
(V) District Health Flan: (i) it would be an amalgamation of field responses 
through various determinants of health; (ii) health plans were given 
importance in the areas like water supply, sanitation, nutrition and hygiene and 
for monitoring implementing departments would be integrated into District 
Health Mission; (iii) districts becomes the unit of planning, budgeting and 
implementation; (iv) centrally sponsored schemes could be modified by State; 
(v) concept of 'funneling' funds for effectiveness of programme; (vi) all 
vertical Health and Family Welfare Programmes at District and State level to 
be merged into 'District Health Mission' and 'State Health Mission' at the 
district and state level respectively; (vi) provision of Project Management Unit 
for all districts was launched. 
(VI) Converging Sanitation and Hygiene Under NRHM: (i) Total Sanitation 
Campaign (TSC) is proposed to cover all the districts in the lO"^  Plan; (ii) 
components of TSC includes lEC activities, and other sanitation programmes; 
(iii) similar to the DHM, the TSC is also implemented through Panchayati Raj 
Institutions (PRIs); (iv) the District Health Mission would guide the activities 
of sanitation at district level, and promote all sanitation programmes. 
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(VII) Strengthening Disease Control Programmes: (i) National Disease Control 
Programmes for various diseases shall be integrated; (ii) new initiatives to 
control non-communicable diseases; (iii) disease survilliance system at village 
level would be strengthened; (iv)bsupply of generic drugs for common 
ailments at village, SC (Scheduled Castes), PHC/CHC level; (iv) provision of 
a mobile medical unit at District level for improved outreach services. 
(VIII) Public-Private Partnership for Public Health Goals, Including Regulation 
of Private Sector: (i) since almost 75% of health services are being currently 
provided by the private sector, there is a need to refine regulation; regulation 
to be transparent and accountable; (iii) reform of regulatory bodies/creation 
where necessary; (iii) district Institutional Mechanism for Mission must have 
representation of private sector; (iv) need to develop guidelines for Public-
Private Partnership (PPP) in health sector, identifying areas of partnership 
which are need based, thematic and geographic; (v) public sector has leading 
role in formulating and sustaining the partnership; (vi) management plan for 
PPP initiative at District/State and National levels. 
(IX) New Health Financing Mechanisms: (i) a task Group to examine new health 
financing mechanisms, including risk pooling for hospital care like District 
Health Missions to pay hospitals by reimbursement, on the principle of 
'Money follows the patient', standardization of services; (ii) a National Expert 
Group to monitor these standards and give suitable advice and guidance on 
protocols and cost comparisons; (iii) all existing CHCs to have wage 
component paid on monthly basis; (iv) district health accounting system and 
an ombudsman to be created to monitor the Districts Health Fund 
Management, and take corrective action; (v) adequate support to be provided 
to DHM in managing risk-pooling and health security; (vi) common Based 
Health Insurance Schemes (CBHI) launched; (vii) the Central government will 
provide subsidies to cover a part of the premiums for the poor, and monitor the 
schemes; (viii) reorienting Health/Medical Education to Support Rural Health 
Issues; (ix) medical and para-medical education facilities need to be created in 
states, based on need assessment; (x) suggestion for Commission for 
Excellence in Health Care (Medical Grants Commission), (xi) National 
Institution for Public Health Management etc. ; (x) task group to improve 
guidelines/details. 
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(National Rural Health Mission: Mission Document) Midchttp://mohfw.nic.in/ 
NRHM/Documents/MissionDocument.pdfoursereviews and appropriate correction 
Jnani Suraksha Yojna: 
The Ministry of Health and Family Welfare, government of India, launched 
Jnani Suraksha Yojna (JSY), a safe motherhood intervention, under the NRHM on 
20"' April 2005. This scheme is hundred percent centrally sponsored, providing 
assistance which integrates the delivery and post delivery care. The scheme aiming at 
providing services to the poor pregnant women is implemented throughout the 
country with special attention to the states with low institutional deliveries, namely 
Uttar Pradesh, Uttaranchal, Bihar, Jharkhand, Madhya Pradesh, Jharkhand, Assam, 
Rajasthan, Orissa and Jammu and Kashmir. These states are labeled as Low 
Performing States (LPS) and the other states are named as High Performing States 
(HPS). All the pregnant women delivering in government health facility or accredited 
private institutions are eligible for cash under this scheme in the LPS. In HPS, the 
assistance is provided to BPL women aged nineteen or above. However, the SC and 
ST pregnant women delivering in government health centers or accredited private 
institutions are provided assistance in both high and low performing states. In the LPS 
states, ASHA acts as a link between the government and poor pregnant women while 
as in HPS wherever TEA, AWW (Aagan Wadi Worker) or ASHA like activist has 
been engaged for this purpose she can be associated with the yojna for providing the 
services. ASHA or any other health worker associated with the scheme has the role 
of: (i) identifying pregnant woman and report or facilitate registration for ANC; (ii) 
assisting such woman to obtain necessary certifications wherever necessary; (iii) 
providing and / or helping the women in receiving at least three ANC checkups 
including TT (Tetanus Taxoid) injections, IFA (Iron Follic Acid) tablets; (iv) 
identifying a functional government health centre or an accredited private health 
institution for referral and delivery; (v) counseling for institutional delivery; (vi) 
escorting the women to the pre-determined health center and stay with her till the 
woman is discharged; (vii) airanging immunization of newborn till the age of 14 
weeks; (viii) providing information regarding the birth or death of the child or mother; 
(ix) tracking the health of mother after the delivery by arranging a post natal visit 
within seven days of delivery wherever it is required; (x) counseling for initiation of 
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breastfeeding to the newborn within one-hour of deHvery and its continuance till 3-6 
months and promote family planning. 
The assistance provided to the mothers in rural areas in low and high 
performing states is 1400 and 700 respectively and the assistance provided to the 
ASHA is 600. In urban areas the assistance for LPS and HPS for mothers is Rs 1000 
and Rs 600 respectively and the assistance for ASHA is Rs 200. Under this scheme in 
the LPS, some dispensations are provided: (i) age restriction has been removed; (ii) 
restriction benefits only up to two births is removed ,and; (iii) also there is no need for 
marriage or scheduled caste certificate in order to avail the benefits of this scheme 
(Government of India Ministry of Health and Family Welfare 2006). 
Various initiatives have been taken by the government of India since 
independence to improve the health system and make it capable of addressing the 
needs of the population in a better way. But still the prevailing health system has 
many limitations as discussed earlier and is not able address the heath problems the 
country properly. The report of the National Commission on Macro-economics and 
Health (NCMH) argues that the health system in India is facing the dual burden of 
diseases with the unacceptably high disease related to reproductive health and also an 
emergence of chronic and non-communicable diseases. Based on the exhaustive 
literature survey of seventeen diseases/conditions, the report gave projections for the 
year 2015 according to which there will be a large number of persons with 
cardiovascular diseases, HIV infection, psychiatric illness, etc. (NCMH 2005: p. 125). 
Except for the depression, argues Ali (2006) and Nanda (2006), India's contribution 
to all the leading causes of Disability Adjusted Life Years (DALYs) are greater than 
the share of its world population. Injuries from falls, road traffic accidents and fires 
account for large proportions of DALY's lost in India and in comparison to the rest of 
the world (Ali and Nanda 2006: p. 20). 
The major factor behind the inability of India to achieve health goals is the 
lack of human resources in terms of both availability and expertise. The number of 
health economists and biostaticians is inadequate. The current availability of human 
resources which include doctors, nurses and midwives are less than the international 
norm of 2.5 per 1000 population. Doctors are not sufficient in specialties required to 
address the burden of diseases such as anesthetists, ophthalmologists, gynecologists, 
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etc. There is an increasing shortage in the percentage of well trained skilled nurses 
and other paramedical resources such as pharmacists, laboratory technicians, etc. 
(NCMH2005:p.l26). 
However Kurian (2008) and Sathymala (2008), by taking the example of 
infant mortality rate argue that access to medical care is only one of the variables 
among the large number of variables (social determinants) that affect the health 
outcomes. Citing Marmot and Wilkinson, they argue that while medical care can 
prolong survival and improve prognosis, the social and economic conditions are more 
important for people as these are responsible for making people ill and in need of 
medical care in the first place. Today accessing the medical care is becoming an 
important determinant of poor health, primarily because of its high cost. While 
recognizing the need to tackle the latter, health policy making in India is not paying 
much attention to the former. It is irony that the policies of government today are 
becoming a source of poor health of a large majority of poor and marginalized 
sections of the society (Kurian and Sathyamala 2008: p. 289). 
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CHAPTER-III 
HEALTH INEQUALITIES AND DEPRIVATIONS 
In The International Encyclopedia of Public Health (2008), Braveman 
explains the meaning of health inequality as 'particular type of difference in health (or 
in the most important influence on health) that could be potentially shaped by 
policies. It is a systematic difference in health (or in modified risks) according to the 
social advantage meaning one's relative position in a social hierarchy determined by 
w e^alth, power and/or prestige. It is a difference in which disadvantaged social groups 
(such as poor, racial / ethnic minorities, women or other groups that have persistently 
experienced social disadvantage or discrimination) systematically experience worse 
health or greater health risks than more advantaged social groups. Health inequalities 
or disparities include comparison not only between the best-and worst-off groups in a 
given category (e.g. the richest versus the poorest), but between the most socially 
disadvantaged groups and all others.' Thus according to this definition, health 
inequality does not mean any kind of health difference but the differences in health 
which are potentially avoidable. Health inequalities include differences in which the 
groups that are disadvantaged systematically have worse health or greater health risks 
than the socially advantaged groups. The term systematic was first articulated by 
Starfield, and it restricts the possibilities to those differences in health that are not 
occasionally but present continuously (Heggenhougen and Quati 2008: p. 190). 
Marmot (2006) in Social Causes of Social Inequality in Health has pointed out 
that the relationship between health and society is important and challenging and from 
both public health and social policy perspective health as an indicator and the 
determinants of health-social inequalities in health is important. From a public health 
perspective social inequalities are a manifestation of social forces on health. Social 
inequalities in health are socially and morally significant and helpful in discovering 
and testing health related hypotheses of the whole population. The wider inequalities 
in health also represent the wider inequalities in the society (Maimot 2006: pp.37-
38). 
Anand (2006) in his. Concern for Equity in Health has argued that there 
should be more aversion to inequalities in health than inequalities in income because 
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health has both instrumental and intrinsic value while as on the other hand income has 
only instrumental value. Inequalities in health are closely related to inequalities in the 
most basic freedom and opportunities that people can enjoy. Some income 
inequalities are justified because, as often asserted by economists, income incentives 
are required to elicit effort, skill, enterprise, and so on. These incentives or difference 
in reward increase the size of total income from which the society as a whole can 
gain. This increase has to be balanced against the income inequalities that must be 
tolerated in order to provide appropriate incentives for efficiency. In addition to this 
effort, skill, enterprise, and so on are regarded as are considered as fair and legitimate 
means to for some people to earn. As mentioned by Berlin inequalities in health 
constitute inequalities in the capability of people to function. The investigation of 
health inequalities between groups helps to find out the groups that suffer from poor 
health and are at high risk, so that these might be targeted directly for the 
improvement in health and it helps to bring forth health inequalities which are 
regarded as unfair and unjust (Anand 2006: pp. 16-19). 
Mukopadhyay (2008) in his paper Analysing health inequalities: Social 
Capital and its Infirmities has pointed out that the report of the working group on 
inequalities in health popularly known as Black's Report is a landmark document in 
health inequality research, which brought about a paradigm shift in the discourse of 
health inequalities. Though it was well known that poorer sections of a community are 
more prone to disease and death but there were debates among the various groups 
regarding the cause. The heriditarians believed that people's social position was 
determined by inherent natural abilities, the public health doctors believed that the 
material conditions of poor led to the debilitating health, independent of inherited 
constitutions and another stream which later congeal into behavioral school of public 
health believed that unhealthy and reckless behaviour on the part of the poor was 
responsible for their poor health. The Black's report, pointed out "the complex effects 
of the economy and different forms of social organization, including the family, upon 
the level of health". Mukopadhyay pointed out that while studying the patterns of 
morbidity, mortality, utilization of health services across different occupational group 
in Britain, the report brought to light marked inequality between the various classes 
on the basis of occupation for both the sexes and for all the ages. It also pointed out 
those inequalities in health continued to increase in spite of the growth in economy in 
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England. According to Mukopadhyay, the Black's report provided four possible 
explanations for these inequalities: (i) artifact explanation, according to which the 
changes were because of the statistical problems; (ii) the natural and social selection 
approach according to which the people who are healthy are able to move higher on 
the social ladder; (iii) material and social selection approach, which gave importance 
to role of economic deprivation, and; (iv) the cultural explanation, which primarily 
focus on individual behavior, ideas and motivation. The report argues that although 
various sets of explanations are needed over time to clearly understand the 
inequalities in health, but the materialist explanation is consistent of all the four 
(Mukopadhyay 2008: pp. 69-73). 
Wilkinson in his Unhealthy Societies: The Afflictions of Inequality, as noted 
by Mukopadhyay, showed that in countries like United States, Britain and France the 
inequalities in health have widened in spite of enormous growth. Mukopadhyay also 
mentioned that, Wilkinson pointed out that income is closely associated with health 
within countries but not between them because the countries which have gone beyond 
threshold level of living marked by epidemiological transition, further increase in 
GNP (Gross National Product) per capita makes little difference in health. Pointing to 
the various examples cited by Wilkinson, Mukopadhyay argued that there exist a 
relation between egalitarianism, social cohesion and better health (Mukopadhyay 
2008: pp. 74-75). 
Putnam's conceptualization of'social capital' and its use to the field of public 
health by Wilkinson, as pointed out by Muckopadhyay, bring forth the fact that "the 
way we organize our society, the nature and extent of our interaction with each other, 
the degree of trust and association, are the most potent determinants of health". Again 
citing Wilkinson, he pointed out that as the difference in income increase, people 
suffer from poor social relations in addition to low social status and health effects of 
increased relative deprivation, and thus, what affects health is the social position 
within the society (Mukopadhyay 2008: pp. 75, 81). 
Daniel et al (2006) also argued that the general Tmding that prosperity and 
health are related give an impression that income / health gradient are unavoidable. 
Daniel's et al using data of United Nations Human Development Report Statistics 
come to the conclusion that there is a clear relation between GDP (Gross Domestic 
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Product) per capita and life expectancy, which is clearer in advanced industrial 
economies, but this relationship exist up-to a certain level. They also pointed out that 
relationship between health and income is not fixed, and the nation's health 
achievement is mediated by processes other than wealth. Various other factors such as 
culture, social organization, and policies of government are also the determinants of 
health, and the variation in these factors also explains the difference in health 
outcome. Thus, if health of nations reflects policy choices or the features of the 
society that can be changed through policies, then we must ask about the justice or 
injustice of alternate policies. Citing the Black et al; Davey- Smith, Shipley, and 
Rose; Pappas, Queen, and Fisher; Adler et al, Daniels et al argue that each increment 
up the socio-economic hierarchy is related with improved health outcomes below. 
They point out that the SES (Socio-Economic Status) gradient is not due to difference 
in access to health care because steep gradient have been found even among the 
groups with adequate access to health care, housing and transport. For them the 
determining factor in the steepness of the gradient appears to be the amount of income 
inequality in a society. Thus, middle income groups with more income inequality may 
show lower health status than the poorer sections with less income inequality in a 
society. Daniels et al argue that various studies have shown contradictory results to 
Wilkinson's paper which shows a correlation between national measures of income 
inequality and the gradient of health inequality among a select group of OECD 
(Organization for Economic Cooperation and Development) countries. One 
hypothesis that explains these conflicting results is that income inequality affects 
health inequality only above some threshold level of inequality. Alternatively, some 
egalitarian social policies might counter the effect of income inequalities. This 
alternative highlights that income inequality is a determining factor that works 
through various alternatives mechanisms, political, social and possibly individual and 
is not claimed to be 'by itself a cause of health inequalities. They point out that there 
are reasonable and identifiable ways through which social inequalities produce health 
inequalifies. Some of these social inequalifies occur at societal level, where income 
inequality patterns the distribution of social goods, such as public education, thereby 
affecting patterns the access to life opportunlLies which are in-tum strong 
determinants of health (Daniels et al 2006: pp. 69-71). 
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For instance, in the United States, the societies where income is unequally 
distributed invest less in public education, have larger uninsured population, and spent 
less on social safety nets. Even the educational opportunities are different for children 
in states with more income inequality than those in states with more egalitarian 
distributions. These early effects not only affect health but these also have lasting 
effects showing up later in life as part of the SES gradient in health (Bartley et al 
1997: p. 1194). Differences in human capital investment is also an important predictor 
of health across nations and disparity between male and female adult literacy explains 
much of the differences in health achievement among the developing countries after 
accounting for GDP's. These disparities further underline the role of broader social 
inequalities in patterning health inequalities (Daniels et al 2006: p. 71). 
Deaton, as noted in World Development Report 2006, points out that there are 
various kinds of inequalities which affect the health negatively and the income 
inequality is not the main determinant, because after controlling an individual's 
income, income inequality does not matter for individual health at group level. He 
points out that there are other determinants of inequality affecting health adversely 
such as land ownership, women's agency and democratic rights. For him, individual's 
position in the relevant social hierarchy is important for health. Deaton also 
mentioned that improvement in economy resulted in improvement in health, but he 
also emphasizes the globalization of knowledge, facilitated by local, political, 
economic and educational conditions. The growth in income explains less than a sixth 
of the variation in the improvement in life-expectancy at birth, there are other 
determinants also which are more important which include clean water, health system 
adequately equipped and operated and basic knowledge about sanitation. (World 
Bank 2006: pp. 32, 59). 
Joe et al (2008) in Health Inequality in India: Evidence from NFHS 3, used the 
model discussed by Wagstaff to understand the health inequality through income. 
They modified the income health relation as given in Wagstaff model to elucidate the 
relationship between health and medical care expenditure and to comprehend health 
inequality in a striking manner particularly in a developing country. They pointed out 
that the modification of income health function leads to the inference that for a given 
level of income inequality, if overall income levels are lower than health inequalities 
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are also lower and vice-versa and the levels of income inequality significantly 
influence health inequality but the impact becomes more observable if the income 
inequalities are associated with higher levels of income. They also argued that under 
the conditions of lower income and high income inequality, the levels of health 
inequality would increase but higher incomes levels and low income inequality would 
have a moderating impact on health inequality level. They verified these predictions 
to comprehend the differences in health inequality in India across various states in 
terms of income inequality, per capita income and share of public health spending. 
They developed a simple composite index of income and income inequality which 
represent the relative levels of both income and income inequality, to comprehend 
health inequality. Their analysis supports the theoretical prediction that if higher 
levels of average income are accompanied with higher income inequalities then there 
is an increase in health inequality and the effects on health inequality are reduced if 
the income distribution is more equitable or if the average income levels are lower 
(Joe et al 2008: pp. 44-46). 
Although majority of people live in villages in India but major institution of 
healthcare are located in urban areas and the people of rural areas have to depend 
upon the PHC's and its nonfunctional referral system (Qadeer 1985: p. 204). 
Deogaonkar (2004) pointed out than in 2000, the country had 1.25 million doctors and 
0.8 million nurses, which means one doctor for every 1800 people and if indigenous 
system of medicine and homeopathic medicine are considered, there is one doctor per 
800 people; 15000 new graduate doctors and 5000 post-graduate doctors are trained 
every year and according to the report of ministry of chemical and Fertilizers, 
Government of India, there is pharmaceutical production of 260 billion annually. He 
mentions according to various reports although the resources are ample but these are 
not equal as the ratio of hospitals beds to population in rural areas if fifteen times 
lower than for urban areas and the ratio of doctors is six times lower than in urban 
population (Deogoankar 2004: pp. 2-3). Sengupta (2003) has also pointed out that the 
in India expenditure patterns on health care are grossly biased to urban areas and the 
expenditure cuts during 1990's further worsen this situation with the axe of 
investment first falling on rural health services and thus as a result of reducing the 
state support to health care the rural health has been the first major causality 
(Sengupta 2003: p. 72). This phenomenon has been very clearly explained by Hart 
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(1971) in his Inverse Care Law which means that "the availability of good medical 
care tends to vary inversely with the need of the population served". Hart argued that 
"general practitioners have more work, larger lists, less hospital support, and inherit 
more clinically ineffective traditions of consultations, than in the healthiest areas; and 
hospital doctors shoulder heavier case-load with less staff and equipment, more 
obsolete building and suffer recurrent crisis in the availability of beds and 
replacement staff (Hart 1971: p. 18). 
There is unevenness in the availability of drugs also (Qadeer 1985: p. 205). 
Even the medical care research, as has been noted by Sengupta (2003) is biased 
towards heart diseases and cancer as compared to other diseases such as malaria, 
cholera, dengue fever and AIDS which kills large number of people especially in 
developing countries and less than 10 percent of the $56 billion spent each year 
globally focus on health problems which affect 90 percent of the world's population. 
(Sengupta 2003: p. 76). Deogaonkar (2004) argues that the difficulties in access to 
health care are due to geographical distance, socio-economic distance and gender 
distance. (Deogaonkar 2004: p.4). Nagaraj (1999) and Prasad (1999) conducted a 
study in Srikalahasthi ICDS (Integrated Child Development Services) project area of 
Andhra Pradesh to analyse the affecting the utilization of ANC (Ante Natal Care) 
services. They collected the data from 140 lactating women by structured pretested 
interview schedule. The study revealed that 28 percent of mothers had received less 
than 28 percent of ANC checkups. The study revealed that the socio demographic 
factors such as illiteracy and socially disadvantaged castes, BC's (Backward Classes) 
and SC's (Scheduled Castes) / ST's (Scheduled Tribes) prevent the women from 
using the ANC services. Also among the factors which can have influence on the 
quality of ANC advanced maternal age, socially disadvantaged caste and untrained 
personnel providing ANC were also found to have significant negative relationship 
with the quality of ANC (Nagaraj and Prasad 1999: pp. 60-65). 
Qadeer (1985) has argued that even in urban area all the people are not able to 
avail the services equally and even the PHC's are not equally accessible to all the 
rural population. (Qadeer 1985: pp. 205-206). As per the data of NSS (National 
Sample Survey) there is inequality even in the utilization of health facilities by 
economic classes and the class gradient in inpatient use of health facilities which was 
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insignificant in the mid 1980's in rural areas became significant in nineties but in 
urban areas the inequalities in the utilization of health facilities did not worsen 
significantly but inequalities in the use of private facilities did (Athreya and Rao, 
2006: p. 27). Dalai (2005) and Ray (2005) pointed out the study made by NCAER 
(National Council of Applied Economic Research) cited in Commission on Macro-
Economics for Health (2000), according to which 20 percent of people in the richest 
quintile enjoy three times the share of public subsidy for health compared to those in 
poorest quintile; poorest quintile have double the mortality rates, fertility rates and 
under nutrition levels than the richest (Dalai and Ray 2005: pp. 11-12). 
Athreya (2006) and Rao (2006) in their paper Education and Health in the 
Draft Eleventh Plan Approach Paper argued that the widening health inequalities 
have resulted from the imposition of World Bank and IMF (International Monetary 
Fund) led policies of structural adjustment and the accompanying health sector 
reforms around the globe: (i) these policies have led to the reduced commitment of 
state to health; (ii) these policies or prescriptions do not recognize the factors 
governing the health or ecology of disease but these are committed to methodology of 
individualism and to behaviorism, and; (iii) further these are guided by cost 
consideration and thus the interventions tend to be disjointed, (for instance for 
tackling diarrhoea the focus is on ORS (Oral Rehydration Solution) rather than proper 
water supply and sanitation, emphasizing on anemia in pregnant women rather than 
on anemia in general population) and of technical nature. These suggestions led to the 
disease centric vertical programmes and generally include fees for the services 
provided which further reduces the access of poor to the health services. In India the 
neo-liberal policies had devastating effect on India's health outcomes. The rate of 
both IMR (Infant Mortality Rate) and under five mortality rates have remarkably 
declined in the 1990's between 1971 and 1981 there was 14.7 percent decline in IMR; 
between 1981 and 1991 the rate of decline was 27 percent while as in the period 
1991-1999 the rate of decline was 10 percent. Similarly the rate of decline of under-
five mortality rates during 1971-1981 was 20.6 percent during 80's it was 35.7 
percent, however during eighties rate of decline was only 15.1 percent (Ahthreya and 
Rao 2006: pp. 25-26). 
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There are various health inequalities in India as reflected in the data of 
National Family Health Survey (NFHS). NFHS-III provides the evidence of 
inequalities (table 3.1) in the mortality rates of children across various states. The 
Infant Mortality rate (IMR) and under five mortality rate for India as a whole, for a 
period of five years preceding the survey, is 57 and 74.3 percent respectively. On one 
hand there are states like Madhya Pradesh, Uttar Pradesh, Bihar and Arunachal 
Pradesh where the percentage distribution of IMR for the same period is 69.5, 72.7, 
61.7 and 60.7 respectively where as the states of Goa, Kerala and Tamil Nadu have 
IMR's of 15.3, 15.3 and 30.4 percent respectively much lower than the national 
average. Similarly the under -five mortality rates are also higher in the states of Uttar 
Pradesh, Bihar, and Arunachal Pradesh and lower in the state of Kerala, Goa and 
Tamil Nadu as per the data in NFHS-III given in Table 3.1. The other states lie 
within these two extremes. The under five mortality rates in Madhya Pradesh, Uttar 
Pradesh, Bihar and Arunachal Pradesh, for a period of five years preceding the 
survey, are 94.2, 96.4, 84.8 and 87.7 while as the for the state of Goa, Kerala and 
Tamil Nadu the under- five mortality rates are 20.3, 16.3 and 35.5 percent 
respectively. 
Table-3.1 
Percentage Distribution of Infant and Under Five Mortality Rates for children, 
for a Period of Five Years Preceding the Survey, by State, India 2005-06: 
India 
Bihar 
Uttar Pradesh 
Madhya Pradesh 
Arunachal Pradesh 
Kerala 
Goa 
Tamil Nadu 
Infant Mortality 
57.0 
61.7 
72.7 
69.5 
60.7 
15.3 
15.3 
30.4 
Under five mortality 
74.3 
84.8 
96.4 
94.2 
87.7 
16.3 
20.3 
35.5 
Source: NFHS-III India 2005-2006: p. 189. 
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Thus the data clearly reflects the health inequalities in the mortality rates of 
children. The inequality in the mortality rates of children classified on the basis of 
mothers education, wealth of the household and residence according to NFHS III, for 
a period of five years preceding the survey, is given in table 3.2. The IMR and under-
five mortality rates of children whose mothers have no education is 69.7 and 94.7 
respectively, and then it decreases with increase in mothers education and then the 
IMR and under-five mortality rate of children whose mothers have completed twelve 
or more years of education is 25.9 and 29.7 percent respectively. The IMR and under 
five mortality rates for children bom in household in lowest wealth quintile, for a 
period of five years preceding the survey, is 70.4 and 100.5 respectively and for the 
children born in household in the richest wealth quintile is 29.2 and 33.8 respectively. 
The IMR and under five mortality rates for children in rural areas is 62.2 and 82.0 
while as the IMR and under five mortality for children in urban areas is 41.5 and 51.7. 
Table-3.2 
Percentage Distribution of Infant and Under Five Mortality Rates for the Period of 
Five Years Preceding the Survey (2000-01) by Background Characteristic; 
Wealth, Education of Mother and Residence, India 2005-06: 
Infant Mortality Under-five mortality 
Background Characteristics 
Residence 
Rural 
Urban 
Wealth Index 
Lowest 
Second 
Middle 
Fourth 
Highest 
62.2 
41.5 
70.4 
68.5 
58.3 
44.0 
29.2 
82.0 
51.7 
100.5 
89.6 
71.9 
51.2 
33.8 
Mothers Education 
No Education 
<5 Years complete 
5-7 Years complete 
8-9 Years complete 
10-11 Years complete 
12 or more years complete 
India 
69.7 
66.0 
49.5 
41.5 
36.5 
25.9 
57.0 
94.7 
78.8 
60.5 
46.9 
40.0 
29.7 
74.3 
Source: NFHS HI India 2005-06: pp.181-182. 
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The Contraceptive Prevalence Rate (CPR) and Total Fertility Rate (TFR) of 
various states are presented in table - 3.3. The CPR in these four states i.e. Madhya 
Pradesh, Bihar, Uttar Pradesh and Arunachal Pradesh is also lower than the national 
average of fifty six percent with Madhya Pradesh having an average of 55.9 percent, 
Bihar having an average of thirty four percent, Uttar Pradesh forty four percent and 
Arunachal Pradesh as forty three percent. However, the CPR for Kerala, Goa and 
Tamil Nadu are sixty seven percent, forty three percent and sixty one percent 
respectively. CPR refers to the percentage of currently married women, within 15-49 
years, who are currently using a contraceptive method or whose husbands are using a 
contraceptive method. 
Table - 3.3 
Total Fertility Rate (TFR), Three Years Preceding the Survey and Contraceptive 
Prevalence Rate (CPR) of Women Age 15-49 According to State, India 2005-06: 
States 
Kerala 
Goa 
Tamil Nadu 
Bihar 
Madhya Pradesh 
Uttar Pradesh 
Arunachal Pradesh 
TFR 
1.93 
1.79 
1.80 
4.00 
3.43 
3.82 
3.03 
CRP (% age) 
68.6 
48.2 
61.4 
34.1 
55.9 
43.6 
43.2 
Source: NFHS 111 India 2005-06: pp. 83-84, 127. 
In India, out of the total 29 states, 18 states have Total Fertility Rate (TFR), 
lower than the national average of 2.68. Kerala, Goa and Tamil Nadu have TFR's of 
1.93 percent, 1.79 percent and 1.80 percent respectively and the T.F.R's for Madhya 
Pradesh, Bihar, Uttar Pradesh and Arunachal Pradesh are 3.12 percent, 4 percent, 3.82 
percent and 3.03 percent respectively, for the three years preceding NFHS-III. 
The differentials also exist in the rate of prevalence of short duration diseases 
such as diarrhoea, cough and cold and unspecified fevers across the country. The 
Short Duration Morbidity Prevalence Rate (MPR-SD) of various states for a period of 
thirty days preceding the survey as mentioned in India Human Development Report: 
A Profile of Indian States in I990's are presented in table 3.4. The MPR-SD for India 
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as a whole is 122/1000 population. MPR-SD is highest in the states of Madhya 
Pradesh, West Bengal, Tamil Nadu, Punjab, Haryana, Orissa and Andhra Pradesh and 
low in Gujarat, Maharashtra, Kerala, Uttar Pradesh and Rajasthan. High prevalence 
rates for the southern states can be related to better reporting and awareness while as 
the high prevalence in other parts reflect low level of health in these states. 
Table 3.4 
Prevalence Rates of Short Duration Disease by State, India: 
States 
Haryana 
Punjab 
Bihar 
U.P. 
M.P. 
Orissa 
Rajasthan 
N.E. regions 
West Bengal 
Gujarat 
Maharashtra 
Andhra Pradesh 
Kerala 
Tamil Nadu 
India 
Diarrhoea 
29 
16 
39 
31 
63 
54 
19 
35 
49 
9 
14 
36 
6 
19 
31 
Cold/Cough 
48 
104 
83 
51 
79 
85 
72 
60 
114 
33 
48 
68 
75 
125 
72 
Fever 
84 
36 
19 
26 
60 
22 
26 
3 
11 
18 
26 
31 
8 
27 
25 
Total 
153 
154 
132 
97 
195 
143 
113 
94 
164 
57 
85 
132 
89 
168 
122 
Source: India Human Development Report 1999: PP.136-137. 
Deprivation: 
The concept of deprivation is popular in all social sciences and it generally 
refers to lack of some status, commodities, abilities or capabilities such as income, 
work education health, public services, human rights, living conditions, social 
relations, affections or any other attribute human beings are associated with (Verma 
2007: p.1) 
The Social Science Encyclopedia (2004) argues that the severe deprivations, 
sometimes called as absolute deprivations should be distinguished from the 
deprivations which are not so severe. The reason involve that there is a continuum. 
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from excess, abundance and sufficiency to extreme deficiency which can be specified 
for each form of deprivation (Townsend 2004: p. 224). The Scottish Health Statistics 
(2000) argues that there are different conceptions of deprivation: (i) Material 
Deprivation: shows the access of people to material goods and resources. Access to 
material goods and resources enable the people to "play the roles, participate in 
relationship and follow the customary behaviour which is expected of them by virtue 
to their membership in society (as described by Townsend)"; (ii) Social deprivation: 
is concerned with the roles and relationship and social contacts of members in the 
society; (iii) Multiple Deprivation: is concerned with the various forms of 
deprivation concurrently shown as low income, unemployment etc. (Scottish Health 
Statistics 2000). Townsend (2004) argues that the sub- categories of material and 
social deprivation can be developed if material and social and deprivations are 
distinguished and these sub-categories can be helpful in explaining social conditions 
and the paradoxes of apparent coexistence of prosperity and deprivation (Townsend 
2004: p. 225). 
The concept of relative deprivation was first coined by Stouffer and his 
associates in order to explain why some objectively better off soldiers have larger 
dissatisfaction and discontent than the soldiers who were less well off (Townsend 
2004: p. 125). Runciman define relative deprivation as a measure of objective criteria 
and subjective criteria and according to him former apply equally to all the individual 
and latter depend upon nature and personal characteristics of individuals. The concept 
of relative deprivation has been operationalized with the development of Relative 
Deprivation Index (RDI) by Yitzakhi according to which relative deprivation can be 
measured as the sum of distance between each individual income and all upper ranked 
income (Verme 2007: p. 2). 
Sen (2000) in his paper Social exclusion: Concept Application and Scrutiny 
argues that Aristotle and Smith give importance to the freedom of individual to 
participate in social life. Ross pointed out that in Aristotelian perspective an 
impoverished life is the life without the freedom to undertake the important activities 
that one has reason to choose. Smith defined deprivation as the inability to appear in 
public without shame and for him inability to appear in public without shame is an 
75 
important deprivation in itself and he argues that such exclusion form social relations 
can lead to other deprivation also (Sen 2000: pp. 4-5). 
Peter (2006) in his paper Health Equity and Social Justice has pointed out that 
deprivation has been used by Sen within the framework of his capability approach. 
The idea underlying the capability approach, proposed by Sen as mentioned by Peter, 
is that in policy evaluation the appropriate information is not individual utility or well 
being nor even the resources people have accesses to but something in between. For 
Sen, what matters is what people can do with resources they have access to -a notion 
of freedom. A person's capability tries to capture that. Capability refers to the set of 
functioning- the various doings and being that a person can achieve (Peter 2006: pp. 
96). In Social exclusion: Concept, Application and Scrutiny Sen argues that the focus 
of capability approach right from its Smithian formulation has been very sensitive to 
social causes of individual deprivation. For him exclusion from the social life is the 
cause of deprivation of capabilities. The lack of capability to participate in social life 
is an important deprivation in itself and can be of intrinsic importance on its own. For 
instance, not being able to relate to others and to take part in the life of the community 
can directly impoverish an individual's life and can lead to various other kinds of 
deprivation. However there are other deprivations also, such as relational deprivations 
that are not terrible in them but can have other terrible consequences (Sen 2000: pp. 8, 
13). Sen (2006) argues that freedom and capabilities that individual are able to 
exercise are dependent on the health achievements. The factors that contribute to 
health achievement and failures go well beyond health care, and include many 
influences of very different kinds, varying from genetical propensities, individual 
incomes, food habits and life styles, on one hand and to the epidemiological 
environment and work condition of the other (Sen 2006: p. 23). Thus for Sen, 
deprivation in health would mean lack of freedom or opportunity to achieve good 
health. Good health according to Sen refers to the state of health free from 
inescapable afflictions and premature mortality (Sen 2006: p. 23). 
Various initiatives have been taken by the government in India to provide 
health facilities to the women across the country, but a large number of women are 
deprived of the health facilities which they require during pregnancy, delivery and 
post delivery periods. The pregnancy, delivery and post-delivery indicators, for a 
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period of five years preceding tlie survey, for the most recent live birth by women 
according to NFHS-III data are given in Table 3.5. -
Table -3.5 / / I [^U 
A y Maternal Health Care Indicators, for a Period of Five Years JPreceding th^' / 
Survey, by State, India (2005-06): ^ ^ ; ' . : _ ,<•' 
States 
Kerala 
Goa 
Tamil 
Nadu 
Bihar 
Uttar 
Pradesh 
Arunachal 
Pradesh 
Percentage 
who 
received 
ANC from 
a slcilled 
health 
personnel' 
99.1 
97.7 
97.9 
33.9 
65.9 
53.5 
Percentage 
who 
received 
ANC from 
a doctor 
98.1 
96.9 
83.6 
29.1 
22.5 
50.3 
Percentage 
who had 3 
or more 
ANC 
visits 
93.6 
94.9 
95.9 
17.0 
26.6 
35.5 
Percentage 
with ANC 
visit in the 
first 
frimester 
of 
pregnancy 
91.9 
85.7 
75.3 
18.7 
25.7 
24.2 
Percentage 
who 
received 
two or 
more 
tetanus 
toxiod 
injections 
88.7 
86.8 
95.9 
73.2 
64.5 
40.1 
Percentage 
who took 
IFA for at 
least 90 
days 
75.1 
68.6 
41.6 
9.7 
8.8 
11.2 
Percentage 
of birth 
delivered 
in a health 
facility 
99.3 
92.3 
87.8 
19.9 
20.6 
28.5 
Percentage 
who had a 
postnatal 
check-up^ 
87.4 
82.8 
91.3 
17.8 
14..9 
23.7 
1. Doctor, Nurse, Auxiliary Nurse Midwife, Mid Wife, Lady Health Visitor or other health personnel. 
2. Post-natal Checkup are the checks on women's health within 42 days of the birth 
Source: NFHS-111 India 2005-2006: pp.195, 204, 220. 
About ninety nine percent of women in Kerala received Antenatal Care (ANC) 
for the most recent live birth from a skilled health care personnel, which include a 
doctor, Auxiliary Nurse Midwife (ANM), nurse, midwife. Lady Health Visitor 
(LHV), or any other health personnel and ninety eight received care from a doctor. 
About ninety four percent of pregnant women had three or more ANC visits and 
ninety two percent had a visit in the first trimester of pregnancy; eighty nine percent 
of women received two or more Tetanus Taxoid (TT) injections during pregnancy, 
and seventy five percent of pregnant women took Iron Follic Acid (IFA) tablets or 
syrup for at least ninety days. About ninety nine percent of births were delivered in a 
health facility and eighty seven percent of deliveries had a post natal check up Post-
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natal checkups are checks on women's heahh within forty two days of birth. In Goa, 
according to NFHS-III, about ninety eight percent of pregnant women received heahh 
care from a skilled health provider and ninety seven percent received care from a 
doctor. The percentage of women who had three or more ANC visits is ninety five 
with eighty six percent who had received care in the first trimester of pregnancy; 
eighty seven percent received two or more TT injections during pregnancy and sixty 
nine percent took IFA tablets or syrup for at least ninety days; ninety two percent of 
births were delivered in a health facility and eighty three percent of women who 
delivered a baby had a post-natal check up. According to NFHS-III, about ninety 
eight percent of pregnant women in Tamil Nadu received ANC from skilled health 
personnel, and eighty four percent received care from a doctor; ninety six percent of 
women with a live birth had three or more ANC visits and seventy five percent having 
it in the first trimester of pregnancy. About ninety six of women received TT 
injections during pregnancy and forty two percent took IFA syrup or tablets for at 
least ninety days; eighty eight percent of births were delivered in a health facility and 
ninety one percent had a post-natal checkup. According to NFHS-III, in Bihar only 
about thirty four percent of women received ANC from a skilled health personnel 
during their pregnancy and twenty nine percent received care from a doctor; 
seventeen percent had three or more ANC visits and about nineteen percent had a visit 
in the first trimester of pregnancy. About seventy-three percent received TT injections 
during pregnancy and ten percent took IFA tablets or syrup for at least ninety days; 
twenty percent of births were delivered in a health facility and eighteen percent of 
women who had a live birth had a post natal check up In Uttar Pradesh about sixty six 
percent of women received ANC from skilled health personnel and about twenty two 
percent received care from a doctor during pregnancy; twenty seven percent of 
pregnant women had three or more ANC visits and twenty six percent had a visit in 
the first trimester of pregnancy; sixty four percent of pregnant women received two or 
more TT injections and only nine percent of pregnant women took IFA tablets for 
ninety days. About twenty one percent of births were delivered in a health facility and 
fifteen percent of women who had a live birth had a post-natal checkup. About fifty 
three percent of pregnant women received ANC from a skilled health personnel in 
Arunachal Pradesh and fifty percent received care from a doctor. Only about thirty 
five percent of women had three or more ANC visits during pregnancy; and twenty 
four percent had a visit in first trimester of pregnancy; about forty percent received 
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two or more TT injections and only eleven percent took IF A tablets for at least ninety 
days. About twenty eight percent of births were delivered in a health facility, and; 
twenty three percent had a post natal checkup after delivery. 
Thus it is clear that in Bihar, Uttar Pradesh and Arunachal. Pradesh majority 
of women are deprived of health facilities which they require during pregnancy, 
delivery and post-delivery periods. Other states which rank lower on maternal health 
care indicators as per NFHS-III are Nagaland, Jharkhand and Rajasthan. On the other 
hand in states like Kerala, Goa and Tamil Nadu health facilities are available to the 
majority of women. Other states which show better performance are Delhi, Gujarat, 
Himachal Pradesh, Sikkim, Maharashtra and West Bengal according to NFHS III. 
Table 3.6 
Antenatal Care Services among Women for a Period of Five Years Preceding the 
Survey, by Background Characteristics, India 2005-2006: 
Background 
characteristics 
Residence 
Urban 
Rural 
Education 
No education 
<5 yrs complete 
5-7 yrs complete 
8-9 yrs complete 
10-11 yrs complete 
12 or more yrs 
complete 
Wealth Index 
Lowest Index 
Second Index 
Middle Index 
Fourth Index 
Highest Index 
Percentage receiving selected services during Antenatal Care 
Weighed 
80.1 
55.5 
43.6 
63.8 
68.7 
72.1 
81.2 
89.5 
44.6 
48.5 
61.0 
71.6 
87.1 
Blood pressure 
measured 
82.8 
55.0 
41.5 
63.1 
69.5 
75.8 
85.2 
92.1 
35.5 
48.8 
63.4 
75.6 
91.1 
Urine sample 
taken 
80.1 
48.0 
35.1 
52.3 
62.5 
70.4 
82.4 
90.6 
26.7 
40.0 
57.5 
72.1 
89.3 
Blood sample 
taken 
80.0 
50.0 
37.2 
56.0 
64.4 
71.2 
82.4 
89.7 
30.9 
42.7 
58.3 
72.3 
88.7 
Abdomen 
examination 
86.5 
65.4 
54.8 
69.8 
76.5 
81.7 
89.7 
93.8 
49.5 
60.6 
71.8 
82.2 
92.6 
Source: NFHS III 2005-06: p. 200. 
There are differences also in the ANC services received by the pregnant 
women in different part of the country on the basis of their background 
79 
characteristics. The percentage of women receiving different kinds of services during 
the pregnancy period according to NFHS III for a period of five years preceding the 
survey for the most recent live birth according to their background characteristics are 
given in table 3.6. 
The extent of services provided to pregnant women by the background 
characteristics presented in table clearly indicate that a vast majority of women are 
deprived of the health facilities required by them. The rural women, women with low 
educational status, and those having low income receive less ANC services as 
compared to urban women, women with high educational status and from the 
households with high income. The deprivations of these facilities by certain 
population groups are responsible for the low health status of these groups. It must be 
noted that the health of women is important not only for them but also for the health 
of the children. The low health indicators of such facilities clearly explain the high 
mortality of children in these groups. 
Differences also exist in the problems faced by the women during pregnancy. 
The rates of different kinds of pregnancy problems faced by women, who had a live 
birth in the five years preceding the survey, according to residence as per the data in 
NFHS III are given in the table 3.7. 
Table 3.7 
Health Problems During Pregnancy, for A Period of Five Years Preceding the 
Survey For the Most Recent Live Birth, by Residence, India 2005-06: 
Problem during pregnancy 
Difficult with vision during day light 
Night blindness 
Convulsion not from fever 
Swelling of legs, body or face 
Excessive fatigue 
Vaginal bleeding 
Number of women 
Urban 
3.8 
3.7 
7.4 
28.0 
45.2 
5.2 
10,626 
Rural 
7.2 
10.8 
11.3 
24.1 
48.7 
4.1 
29,051 
Total 
6.3 
8.9 
10.3 
25.1 
47.8 
4.4 
36,677 
Source: NFHS III India 2005-06: p. 192. 
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According to NFHS III, about seven percent of who had a Uve birth in the five 
years preceding the survey had difficulty in with vision during the day light while as 
in the urban areas the percentage is about four percent. The percentage of rural 
women who face other pregnancy related problems such as night blindness (10.8), 
convulsions not from fever (11.3), excessive fatigue (48.7) is higher than women in 
urban areas. However the percentage of women facing the problem of vaginal 
bleeding and swelling of legs, body or face is higher for the women living in urban 
areas than the pregnant women living in rural areas. 
The deficiency of micro nutrients is an important contributor of mortality and 
morbidity among children. The rate of intake of micro-nutrients among the children is 
not uniform throughout all the groups. The rate of consumption of micro-nutrients by 
children, twenty-four hours before the survey, from diverse background categories as 
per the data given in NFHS-III is given in table 3.8. About fifty percent of children 
aged six to thirty five months consumed food rich in vitamin A, twenty-four hours 
before the survey while as the percentage in rural areas is 45. About twenty seven 
percent of children aged twelve to thirty five months consume food rich in vitamin A 
in urban areas and in the rural areas the percentage is about twenty- four percent. 
Similarly the percentage of intake of iron rich food is higher for urban areas (18.8) 
than the rural areas (13.1) for the children aged six to thirty five months. The rate of 
intake of nutrients increases with increase in mother's education and wealth of the 
household as shown in the table in 3.8. About thirteen percent of children aged six to 
fifty nine months received deworming medication in urban areas while as in rural 
areas only eleven percent received this medication. The consumption of deworming 
medication also increases with increase in mother's educafion and wealth of the 
household. The percentage for children whose mother's have no education is about 
nine percent while as the rate for the children whose mother's have twelve or more 
complete years of education is twenty percent, the rate for children living in 
household in the lowest wealth quintile is nine percent while as for those living in the 
household in the richest wealth quintile is seventeen percent. 
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Vaccination of children plays an important role in the reduction of mortality 
and morbidity rates. Despite various initiatives by the government for the universal 
coverage there are wide disparities in the rates of vaccination across various 
population groups according to vaccination cards or mother's report as per the data in 
NFHS III. The rate of vaccination of children, in the age group of twelve to twenty-
three months who received vaccination at any time before the survey, on the basis of 
background characteristics are presented in table 3.9. 
Table 3.9 
Vaccinations of Children Age 12-23 Months in Percentage by Background 
Characteristics, India 2005-06: 
Background characteristics 
Sex 
Male 
Female 
Residence 
Urban 
Rural 
Mother's education 
No education 
<5 yrs complete 
5-7 yrs complete 
8-9 yrs complete 
10-11 yrs complete 
12 or more yrs complete 
Religion 
Hindu 
Muslim 
Christian 
Sikh 
Buddhist/Neo-Buddhist 
Other 
Weahh Index 
Lowest Index 
Second Index 
Middle Index 
Fourth Index 
Highest Index 
All the basic vaccinations' 
45.3 
41.5 
57.6 
38.6 
26.1 
46.1 
51.8 
59.7 
66.1 
75.2 
44.4 
36.3 
56.3 
67.3 
50.9 
27.2 
24.4 
33.2 
46.9 
55.3 
71.0 
No vaccinations 
4.3 
6.0 
3.3 
5.7 
7.4 
7.6 
3.7 
2.3 
2.0 
0.3 
4.4 
7.3 
9.4 
6.6 
0.7 
7.9 
9.1 
6.1 
4.3 
2.9 
0.9 
i.BCG, measles, and the three doses of DPT and polio vaccine (excluding polio vaccine given at birth). 
Source: NFHS 111, India 2005-06: p.229. 
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The vaccination rates are higher for the male children (45.3%) than the 
females (41.5%). About four percent of male children and six percent of female 
children are not vaccinated. The percentage of vaccination is also higher for the 
children in urban areas (57.6) than in the rural areas (38.6). Mother's education has a 
strong correlation with the vaccination of children. The percentage of vaccination of 
children bom to mothers with no education is about twenty-six percent; the 
percentage gradually increases with increase in the education of mother and reaches to 
about seventy-five percent for the children whose mothers have completed twelve or 
more years of education. The rate of vaccination of children also increases with 
increase in the income of the household; the percentage of vaccinated children living 
in the household in lowest wealth quintile is 24.2 it gradually increases and reaches to 
71% for the children living in the household in highest wealth quintile. Religion also 
seems to influence the vaccination rates. The vaccination rates are lower for the 
Muslim children (36.3%) in comparison to children belonging to other religious 
categories. Differences also exist in rates of vaccination among the different states 
.The percentage of vaccination of different states for the children aged twelve to 
twenty-three months who received specific vaccines, which include BCG, Measles 
and the three doses of DPT and Polio vaccine, according to the NFHS III are 
presented in table 3.10. 
Table 3.10 
Vaccinations of Children Age 12-23 Months by State, India, 2005-06: 
State 
India 
Kerala 
Tamil Nadu 
Goa 
Bihar 
Uttar Pradesh 
Arunachal Pradesh 
Madhya Pradesh 
Rajasthan 
All basic vaccinations" 
43.5 
75.3 
80.9 
78.6 
32.8 
23.0 
28.4 
40.3 
26.5 
No vaccinations 
5.1 
1.8 
0.0 
0.0 
7.0 
2.7 
24.1 
5.0 
5.5 
ii BCG, measles, and the three dose each of DPT and polio vaccine (excluding polio vaccine given at 
birth). 
Source: NFHS III 2005-06: p. 231. 
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The percentage of vaccination is particularly low in the states of Uttar Pradesh 
(23.0), Bihar (32.8), Rajasthan (26.5), Arunachal Pradesh (28.4), Bihar (32.8) and 
Madhya Pradesh (40.3). In these states the percentage is lower than the national 
average of forty-three percent. On the other hand there are states where the 
vaccination rates are much higher than the national average. The percentage of 
children vaccinated in the states of Kerala, Goa and Tamil Nadu are seventy-five, 
seventy-nine and eighty-one respectively. 
Women of urban areas include all types of food especially the nutritious food 
in their diet while as in the rural areas the percentage of consumption is lower. 
Education and poverty are strongly related to the rate of consumption of food. Poverty 
shows a strong negative correlation with the consumption of food. The rate of 
consumption of food also increases with increase in the educational attainment of the 
women. The percentage of food consumption of women according to NFHS III are 
given in the table 3.11. 
Table 3.11 
Food Consumption of Women Age 15-59 Years by Background Characteristics, 
India 2005-06: 
Background 
characteristic 
Residence 
Urban 
Rural 
Education 
No education 
<5 yrs complete 
5-7yrs complete 
8-9yrs complete 
10-11 yr complete 
12 or more yrs 
complete 
Wealth Index 
Lowest Index 
Second Index 
Middle Index 
Fourth Index 
Highest Index 
Milk 
or 
Curd 
62.8 
51.8 
44.5 
47.3 
56.2 
59.7 
71.4 
78.1 
31.4 
45.2 
56.1 
63.3 
74.8 
Pulses 
or 
Beans 
91.5 
88.6 
88.4 
86.5 
90.6 
89.4 
91.0 
92.6 
84.5 
89.2 
88.5 
90.8 
93.3 
Dark leafy 
green 
leafy 
vegetable 
94.2 
92.3 
92.5 
93.2 
93.6 
92.4 
93.0 
93.9 
90.5 
93.3 
93.4 
93.2 
93.8 
Fruits 
58.9 
30.5 
22.8 
32.5 
40.0 
47.5 
61.6 
74.5 
16.2 
23.9 
32.5 
46.9 
71.8 
Eggs 
39.2 
28.9 
25.9 
39.0 
36.0 
35.9 
37.4 
36.0 
23.8 
28.9 
34.9 
37.3 
34.6 
Fish 
31.5 
26.6 
21.7 
38.8 
30.9 
33.8 
31.3 
30.6 
23.4 
26.7 
28.6 
31.9 
29.5 
Meat or 
Chicken 
30.9 
18.7 
18.3 
24.5 
24.8 
24.1 
28.0 
27.4 
12.8 
17.1 
24.2 
28.6 
28.1 
Fish or 
chicken 
/meat 
41.2 
32.5 
28.9 
45.7 
38.5 
40.3 
39.6 
36.9 
27.0 
32.2 
37.8 
41.5 
36.7 
Number 
of 
women 
4,0817 
83,568 
50,487 
9,918 
18,820 
17,383 
12,887 
14,882 
21,718 
23,616 
25,088 
26,106 
27,856 
Source: NFHS III India 2005-06: p. 300. 
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Table 3.12 
Food Consumption of Men Age 15-49 Years by Background Characteristics, 
India 2005-06: 
Background 
characteristic 
Residence 
Urban 
Rural 
Mothers 
Education 
No education 
<5yrs complete 
5-7 yrs 
complete 
8-9 yrs 
complete 
10-11 yrs 
complete 
12 or more yrs 
complete 
Wealth Index 
Lowest Index 
Second Index 
Middle Index 
Fourth Index 
Highest Index 
Milk 
or 
Curd 
74.5 
62.9 
52.4 
53.8 
64.6 
68.4 
76.6 
81.4 
42.6 
59.2 
68.1 
74.2 
82.6 
Pulses 
or 
Beans 
93.0 
89.4 
88.8 
86.8 
90.2 
90.7 
93.0 
94.0 
85.5 
89.5 
89.8 
92.1 
94.7 
Dark leafy 
green leafy 
vegetable 
95.4 
92.5 
90.5 
92.9 
93.9 
93.7 
94.7 
95.6 
88.8 
93.3 
93.8 
95.0 
95.6 
Fruits 
63.2 
38.3 
24.8 
33.8 
42.6 
47.7 
60.1 
69.3 
19.3 
31.3 
43.2 
56.9 
73.7 
Eggs 
48.7 
37.1 
33.8 
42.7 
72.7 
41.9 
43.7 
44.0 
29.5 
36.1 
43.7 
49.1 
43.9 
Fish 
34.7 
29.3 
26.5 
37.1 
31.4 
31.9 
32.1 
31.2 
26.7 
29.2 
31.6 
35.7 
31.4 
Meat or 
Chicken 
37.5 
23.1 
22.7 
27.2 
29.2 
27.8 
31.6 
31.4 
15.2 
20.5 
29.6 
30.9 
34.0 
Fish or 
chicken 
/meat 
47.3 
37.3 
35.9 
46.6 
42.3 
40.5 
42.1 
41.0 
31.3 
36.3 
42.9 
49.1 
41.6 
Number 
of 
women 
25,504 
44,247 
1,2571 
7,109 
11,523 
14,398 
10,380 
13,754 
11,031 
12,666 
14,301 
15,493 
16,260 
Source: NFHS III India 2005-06: p. 301. 
Differences also exist in the rate of consumption of food among men by 
baclcground characteristics. The rate of consumption of food among men by the 
background characteristics according to NFHS III is given below in table 3.12 Like 
women the rate of consumption of food is higher for men in urban areas than in rural 
areas. Also the rate is highest for the men in the richest wealth quintile and the 
percentage of consumption of nutritious food decreases with decrease in the 
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household income for all kinds of food. Like women men with no education have 
poorer and less varied diets than those with an education, and their diet is particularly 
deficient in the consumption of fruits. 
Thus the data presented clearly reveals that various kinds of inequalities and 
deprivations in health exist in India. All these factors are related to each other, for 
instance the lower rate of vaccinations among the children from rural areas, belonging 
to household with less income and also bom to mothers with less education , etc 
themselves speak of the high mortality rates of children for these groups as shown in 
table 3.1. Similarly differences in the rates of consumption of micro-nutrient among 
the children explain the difference in the health outcomes as nutrition is an important 
determinant of health. The less consumption of nutritious food among the women 
from diverse background characteristics as shown in table 3.11 speaks of the low 
health status of women in these groups. These inequalities and deprivations resulting 
in low health outcomes among some sections of the society are responsible for 
lowering the health status of India as a whole. Thus the focus of the health planners 
should be on the reduction of these deprivations and inequalities which will be a 
solution to all the health problems which India is facing today. 
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CHAPTER IV 
HEALTH EQUITY AND DEPRIVATIONS IN INDIA 
The concept of equity, as mentioned in World Development Report 2006, has 
pointed has received considerable importance in many cultures, world's great 
religions from Islam to Buddhism, secular philosophical traditions from Aristotle to 
Sen and legal institutions, but the term is used differently by different people. 
Economists relate equity with the matters of distribution and lawyers relate it to the 
principles which are used to correct the laws which under specific circumstances may 
lead to unfair results. Although there are differences in the ways different religions 
view equity but a belief in the fundamental dignity is the basic principles of major 
religions. The meaning of equity can be explained in terms of two basic principles: i. 
equal opportunity, according to which a person's outcome should not be determined 
by his/her ascribed status but by his/her talents and efforts; ii. avoidance of absolute 
deprivation, which means that the lives of the neediest members should be protected 
even if equal opportunity principle has been applied. Thus equity can be defined as a 
condition in which "individuals should have equal opportunity to pursue a life of 
choosing and be spared from extreme deprivation in outcome" (World Bank 2006). 
Espinoza (2007) in Solving Equity -Equality Conceptual Dilemma: A New 
Model For Analysis Of Educational Process, while citing Warner and Lemer, has 
argued that the term equity is often used interchangeably with equality although these 
are not the same. According to Espinoza, Corson points out that equity as a concept is 
concerned with fairness in the provision of benefits to the people and focus on 
individual circumstances while as equality refers to equal treatment by asserting 
natural equality of all persons; while as equality according to Bronfenbreimer, Gans, 
Konvitz and Wilson is concerned with quantitative assessment and equity involves 
both quantitative assessment and a subjective moral judgment Equity demands fair 
competition but tolerate and even can require unequal results and for Strife, equality 
demands equality of results and for Blanchard, equity does not always mean equal 
shares but it may also mean shares determined by need, one's ability to pay, and 
efforts put forward (Espinoza 2007: pp. 345- 346). 
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World Development Report 2006 argues that greater equity refers to more 
efficient economic functioning, decreased conflict, increased trust, better institutions 
and for equity, distribution of opportunities is more important than distribution of 
outcome. Equity can help societies to grow and develop, that is, equity and prosperity 
are complementary because when all the members of a society have equal 
opportunities in social, economic and political institutions, the growth and 
development are likely to be sustainable (World Bank 2006: pp. 2-3, 22). Rawls, Sen, 
Dworkin and Roemer have made important contributions to the concept of equity as 
mentioned in World Development Report 2006: (i) Rawls (1971) argues that for 
social justice two principles should be applied: the principle of liberty, which requires 
that each person should have equal right to liberty, consistent with similar liberty for 
others; and Difference Principle or Rawls Maximum Principle which requires that 
opportunities to primary goods-liberty and opportunity, income and wealth, bases of 
social justice, should be open to all the members of society. He argues that social and 
economic arrangements or allocations should be available in such a way that increases 
the opportunities to those who are less advantaged; (ii) Sen argues that capability set 
should be equalized across the members of the society (World Bank 2006: pp.77) 
.Capability set refers to the set of flinctionings that a person has ability to achieve. 
Thus for Sen what is important is what people can do with the resources which are 
accessible to them (Peter 2004: 96); (iii) Dworkin (1981), Wilker (2006) in Personal 
and Social Responsibility for Health has argued that Dworkin focused on the 
individuals will to perform activities which involve risks and made a distinction 
between 'brute luck' and 'option luck'. Brute luck involves that which happens to 
people, but not because of deliberate gtimbles while as option luck happens to people 
because of the gambles which they undertake. Dworkin argues that no one should be 
made to suffer because of bad brute luck, while as the option luck, good or bad, may 
justly result in the increase or decrease in person's resources. But Dworkin imagines a 
scheme under which as what would be counted as brute luck otherwise can be 
considered as option luck. (Wilker 2004: p. 121). Dworkin argues that resources 
should be distributed as compensation to individuals for the differences for which 
they could not be held responsible including the differences in talent (World Bank 
2006: p.77) (iv) Roemer pointed out that for equity what is required is 'equal 
opportunity policy' and argued that for attaining welfare some responsibility should 
be taken by the individuals themselves but at the same he pointed out that there are 
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circumstances, affecting both how much effort they invest and the level of welfare 
they attain, over which they have no control. He thus mentioned that the aim should 
be to equalize advantage among the members of different groups with different 
circumstances and the distribution of efforts within the group (World Bank 2006: 
p.77). 
Peter (2006) in his Health Equity and Social Justice has argued that the 
concept of equity in health is difficuU to understand since the concept of health itself 
is difficult to define and changes from place to place and from time to times . He 
made a distinction between the direct and indirect approaches to health equity. Direct 
approach to health equity, according to Marchand et al and noted by Peter, regards 
health as an end in itself, separates health from other social spheres and describe or 
define it on the basis of particular distribution of health outcome. Thus the direct 
approach aims at achieving justice in the distribution of health outcomes 
corresponding to justice in other fields such as income and education but at the same 
time independent of them. Whitehead, Gwatkin and others according to Peter have 
used the direct approach to health equity. Indirect approach to health equity relates 
health equity with the idea of social justice in general. For those who view health 
equity from this approach, social inequalities in health are wrong because they are the 
expression and result of biased economic, social and political institution and not 
because actual health outcomes deviate from an ideal pattern of health outcome. 
Using indirect approach to understand health equity and building on the Rawl's theory 
of justice, Peter argued that social inequalities in health resulting from biased 
structure are inequitable in nature. He points out that causes of social inequalities in 
health and an idea about the health status of the people should be taken into 
consideration before describing inequalities in health as inequitable (Peter 2004: p. 
94-98,103-104). 
WHO'S Bulletin (2005) argues that for promofing equity in health healthier 
social, economic, political and physical environments and accessible universal health 
systems giving priority to programs where burden of disease is greatest and resources 
are least are required. It also noted that equity in health can be improved by reducing 
the gaps in the following research areas which are distinct but interrelated: (i) 
processes and factors affecting equity in health at global level; (ii) political and 
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societal structures and relationships; (iii) interrelation between individual factors and 
social content that influence positively or negatively good health; (iv) factors 
influencing health equity within healthcare system, and; (v) identification of policy 
interventions to reduce inequities in health and health care (Bull. WHO 2005: pp. 
949-950). Equity is health is concerned with creating equal opportunities for health 
and minimizing or eliminating differences in health resulting from factors considered 
to be both avoidable and unfair and according WHO defined equity in health as 
"ideally everyone should have a fair opportunity to attain their full health potential 
and, more pragmatically, that no one should be disadvantaged from achieving this 
potential, if it can be avoided" (Whitehead 1990: p. 9). 
Equity in healthcare is concerned with: (i) Equal Access to Available Care 
for Equal Need which means that healthcare services should be available to all based 
on need and access and removing the barriers to access; (ii) Equal Utilization for 
Equal Need, which means that the difference in the rate of utilization of health 
services may not always be inequitable, but these may also be due to various other 
reasons such as religious and others; (iii) Equal Quality of Care which means that 
each individual should have equal opportunity of using the services which are 
acceptable to the people and based on individuals need for that and not on his/her 
social influence (Whitehead 1990: pp. 11-13). 
Sen (2006) has pointed out that health is one of the most important conditions 
of human life and any concept of social justice that accepts fair distribution cannot 
ignore the role of health in human life and the opportunities available to the people to 
achieve good health. Equity in health achievement and health distribution thus get 
incorporated in larger understanding of justice. Sen has also pointed out that health 
equity is concerned with the fairness or justice in the social arrangements and is not 
only related to health. He focuses on the role of health in human life and freedom. 
Since human capabilities are dependent on health, thus the idea of justice cannot 
ignore equity in health. Health equity cannot be linked only with the distribution of 
healthcare, and in addition to outcome process too are important. Health equity should 
also take into consideration how social arrangements and allocation of resources 
relate health with other features of states of affairs (Sen 2006: pp. 21, 23-24). World 
Health Report 1995 argues that if the concept of equity in health is accepted by the 
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world community it will lead to improvement in the standards of life for all and 
reduction in differences in the health status of people. Giving due consideration to 
equity in health the report has put forward certain priorities which can result in 
achieving international health and these are more or less related to equity. The first 
priority should be to redirect the resources to the neediest members. The access of the 
poor to the primary healthcare should be ensured and health potential of the children 
should be increased which can result in the reduction of poverty by improving the 
health as poverty and ill health are related. But equity in health calls for a broader 
approach and cannot be achieved only by making healthcare accessible to all. 
Inequities in health can be removed by making the public health strategies outcome 
oriented and drawing their attention to the changing health picture of the world (WHO 
1995: p. 82). 
As noted in World Development Report J993, in developing countries access 
to healthcare services, burden of spending on heahh care, and public expenditure on 
health are inequitable. Health facilities are available to urban people and rural poor 
lack the health facilities and whatever facilities are present are at distant places which 
restrict the willingness and ability of people to seek care. Public investment should 
address on these inequities in the distribution of health infrastructures. If the 
government policies are framed in such a way that healthcare spending is biased 
towards the poor, inequities in the access to healthcare and health status can be 
reduced (World Bank 1993: pp.69, 137). 
The government of India is taking various steps to increase equity in health in 
India. The 1978 Declaration of Alma Ata received a full-fledged commitment by 
Indian government. It called for a convergence of trends in thinking in relation to 
health, healthcare and development. This declaration was important in proposing a 
broad and consistent philosophy towards a strategy secured in primary healthcare 
approach. One of factors of central importance was equity as a component of health. 
The need to recognize the need for community participation in decision making and 
need for multisectoral approach to health problems was emphasized. Equity was 
defined as equal health: equal access to equal access to care, equal utilization of 
healthcare and equal access to healthcare according to need (Ali and Nanda 2006: p. 
26). As mentioned in India Social Development Report, 2008, a dual system one for 
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rich and another for the poor, is being proposed to tackle the issue of equity in 
healthcare. A high technology based medical services will be provided by the private 
sector for the elites and for the foreign clients for the purpose of earning foreign 
exchange, while as on the other hand government will provide to the poor free 
'minimum clinical package'. One of the important concerns identified by the National 
Commission on Macroeconomics and Health (NCMH) is promoting equity by 
reducing household expenditure on the total health spending and experimenting with 
alternate models of health financing. The commission made an estimate that if the 
government is to be the sole provider of comprehensive package of preventive, 
promotive and curative services listed; there will a fivefold increase in public health 
budget. The commission thus provides two alternate options: (i) focus of publicly 
financing healthcare on the poor only, and (ii) considering alternate models of health 
financing such as contributions, user charges, vouchers and insurance. The 
commission recommends a mixture of social health insurance, community based 
health insurance, and limited and well regulated private health insurance for making 
access to secondary care equitable. (Kurian and Sathymala 2008: pp. 285, 287). . 
Another initiative by the government of India to ensure the equity in healthcare is the 
introduction of Rasthriya Swasthya Bima Yojna (RSBY) in 2008-09. As mentioned in 
Asia-Pacific Regional High-level meeting on Socially-Inclusive strategies to Extend 
Social Security Coverage in 2008, the government of India has introduced an 
insurance scheme for the unorganized sector workers below the poverty line (BPL) 
and their families, known as RSBY for the five years (2008-09 to 2012-2013). The 
benefits under this scheme include: (i) total sum insured of US$750/BPL 
family/annum on a family floater basis; (ii) pre-existing condition to be covered 
subject to minimal exclusions; (iii) coverage of health services related to 
hospitalization and services of a surgical nature which can be provided on daycare 
basis; (iv) cashless coverage of all health services in the insured package; (v) 
provision for pre and post-hospitalization expenses for one day prior and five days 
after hospitalization; (vi) provision for transport allowance (actual with limit of 
US$2.5/visit but subject to annual ceiling of US$25). Seventy five percent of the 
annual premium will be borne by the central government and 25 percent of annual 
premium by the respective state governments, and the beneficiary are required to pay 
renewal charges or registration fee of 0.75$/annum (Ministry of Labour and 
Employment GOI 2008: pp. 3-5). 
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The places with greater equity in health system have better health outcomes. 
In the state of Kerala in India, Cuba, Britain etc. there is equity in health system and 
thus health services are almost available to all the people, and thus various lessons can 
be learned from them. Elamon in his paper Health Sector Reforms in Kerela: 
Decentralization initiatives and the Lessons has pointed out that the decentralization 
in health sector in Kerala was part of overall decentralization process following the 
73'^ '' and 74"^  amendments to the constitution of India, and it covered all the 
development and service sectors where health was one among them. During this 
process of decentralization (Devolution) the Public Health Centers have been 
transferred to the gram panchayats. Community Health Centers to block panchayats, 
taluk hospitals to municipalities and district hospitals to district panchayats, the 
powers over the employees including doctors, and also of the funds have been 
transferred to the local bodies which included non-plan funds or the recurring and 
establishment cost funds in addition to plan or development funds. The 
decentralization process, with emphasis on decentralized planning, resulted in 
increased accountability to public health and healthcare institution and improvement 
in the access to and outreach of health services. (Elamon 2009: pp. 69-71, 81). Mishra 
in his paper entitled. Understanding Health Inequity in Decentralized Health System 
of Kerala State, India, used the data of National Family Health Survey NFHS-I and 
NFHS-II to examine the change in inequity, in the time period prior and post 
decentralization, in healthcare utilization and outcomes on the basis of residence, 
religion, caste and standard of living in Kerala. He comes out with the conclusion that 
the process of decentralization has resulted in reduction in inequity over the selected 
indicators. 
The International Society for Equity in Health (ISEqH) in its report, Equity 
and Health Sector Reform in Latin America and the Caribbean from 1995-2005: 
Approaches and Limitations has pointed that the reforms that took place in Cuba in 
1980's were pro-equity. These reforms, based on the principles and philosophy of 
primary healthcare as mentioned in Alma Ata declaration of 1978, were more 
enduring in solving the need for equity in access to health services and in health 
indicators of the population. The main developments that occurred in the health 
reform include: the process of decentralization (focusing on deconcentration) which 
included planning and delivery of health services up to the municipal level and 
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organization and expansion of health services around "Policlinicas", the health units 
(ISEqH 2006), the introduction of family medicine involving the expansion of 
primary healthcare. (ISEqH 2006: pp. 19- 23). Vos et al (2008) while citing Nayeri 
and Pardo argue that in Cuba's Health System Challenges Ahead, have pointed out 
that despite economic crisis of 1990's in Cuba which also had negative influence on 
health system such as shortage of drugs, etc. and inability to replace broken or out 
dated equipment, the overall health status of people did not deteriorate because of 
resilient system, priority of health as a basic need, and properly planned resources. 
The basic or main features of Cuban healthcare system include its public character, 
financial accessibility and integrated quality care for all in a vast network of health 
facilities (Vos et al 2008: p. 288). 
The National Health Service (NHS) in United Kingdom came into operation in 
1948 with the introduction of NHS Act of 1946, which emphasizes on the equality of 
access with the freedom from the User Charges (WHO Europe 1999:5). In United 
Kingdom the responsibility for healthcare is devolved to its constituent countries-
England, Wales, Scotland and Northern Ireland and all the residents are entitled to 
cover under UK NHS. NHS comprises of 80 percent of taxation, 12 percent insurance, 
4 percent charges and miscellaneous, 3 percent from Trust Interest Receipts and/ 
percent from capital receipts (http://www.doh.gov.uk/ dohreport/ report2001/ 
drchap3.pdf). In each country as mentioned in Health Care System In Eight 
Countries: Trends and Challenges the responsibility for of health services is 
transferred to the local bodies- Primary Health Care Trust in England, Health Boards 
in Scotland, Local Health Groups in Wales, and Primary Care Partnership in Northern 
Ireland. Although charges are imposed on prescription drugs, ophthalmic services and 
dental services but some groups are exempted which include children, pregnant 
women and women who had a child in the last year, physically disabled, people with 
a listed medical condition, and some other groups. According to OECD (Organization 
for Economic Cooperation and Development) data, in 1999, 6.9 percent of GDP was 
spent on health out of which public health expenditure was 5.8 percent (Dixon and 
Robinson 2002: pp. 104-108). 
Asthana and Gibson in the their paper entitled. Health Care Equity, Health 
Equity and Resource Allocation: Towards a Normative Approach To Achieving The 
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Core Principles of the NHS have pointed out that with the appointment of Resource 
Allocation Working Party (RAWP) in 1976 health equity has been an explicit goal of 
NHS, which focused on distribution of resources in such a way that 'equal 
opportunity of access to health care for people at greater risk' is ensured. They also 
argued that in 1999 the Advisory Committee on Resource Allocation, introduced a 
principle which requires that resource allocation should contribute to the 'reduction of 
avoidable inequalities in health' or health equity. (Plymouth, 
http://www.radstats.org.uk/no096/asthanagibson96.pdfpl48aa). 
According to Joe et al to achieve the objective of health equity it is necessary 
to timely direct or guide the course of policy making through systematic assessment 
of prevailing health inequality, and also to ensure equity and efficiency in the 
allocation of public health resources it is imperative to unravel the depth and varied 
dimensions of health outcomes, especially through measures sensitized for equity 
concerns (Joe et al 2008: p. 41). Ramani (2005) and Dileep (2005) argue that in India 
inequality exists between high and low performing states and also between 
populations with different socio-economic status but the inequality concerns between 
rural and urban areas are of different nature. The dimensions of equity assume larger 
proportion in urban areas because of cultural, social and economic diversity of urban 
people. In India growth in population is characterized by 2-3-4-5 syndrome. Overall 
population growth is 2 percent, urban population 3 percent, mega cities at 4 percent 
and slum population at 5 percent. These realities should be addressed while 
concentrating on equity in health for urban people (Dileep and Ramani 2005: 7). 
Table 4.1 
Selected Health Indicators: India, 1947 and Current 
Indicators 
Birth Place 
Death Rate 
Infant Mortality Rate 
Life-expectancy at birth 
At the time of 
independence, 1947 
40.8 
27.4 
146.0 
32.7 
Current 
25.0 
08.1 
63.0 
62.0 
Source: India Social Development Report 2006: p. 20. 
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At the time of independence, the health situation in India was extremely 
depressing. There have been large gains in the health status of the population since 
independence. These gains are reflected in improvement in some indicators of health 
are given in Table 4.1. 
One of the main reasons behind these gains have been the development of vast 
rural health infrastructure namely, sub-centers, primary health centers and community 
health centers. There have been large health achievements in India such as successfiil 
eradication of small pox and elimination of guinea worm. Plague has been controlled 
since 1969. Yaws is near eradication and leprosy near elimination, cholera epidemics 
and deaths are comparatively infrequent and fewer. The incidence of some diseases 
such as measles, polio, whooping cough and tetanus in children has been reduced 
significantly. Immunization of children has played an important role in these gains 
(Ali and Nanda 2006: p. 18). 
Bjorkman (2009) and Raman (2009) pointed that the infrastructure for the 
delivery of health services also grew substantially and the health of the population 
improved during the six decades after independence. This was because of efforts 
made by the government from time to time to improve the capacity of system to 
deliver health services to all sections of the society. In India we have one of the 
world's largest networks of health centers and hospitals under a public health system. 
The progress made in the health infrastructure in India from 1951-52 to 2005-06 is 
depicted in table 4.2. A glance of the table reveals that primary health centers have 
increased in number from 725 (1951-1952) to 22,669 (2005-06); the number of 
allopathic hospital in 1951-52 was 2,694 while as in 2005-06 it increased up to 15,393 
(in both public and private sectors) in 2005-06; the number of allopathic beds and 
doctor in Indian systems reached to 683,545 and 724,823 in 2005-06 respectively; the 
number of hospital beds has increased from 117,178 to 914,543; the number of 
doctors in allopathic system increased from 61,800 to 660,801; the number of nurses 
(general nursing midwives only) increased from 16,550 to 908,962, and; the number 
of medical colleges from 30 to 262 (Bjorkman and Raman 2009: pp. 36-37). 
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Table 4.2 
Growth in Health Infrastructure in India: 
Indicator 
Population 
Primary Health Centers 
Allopathic hospitals 
Allopathic beds 
All beds 
Doctors (allopathic) 
Doctors (Indian systems) 
Nurses 
Five-year plan budgets 
(Millions of Rupees) 
Medical Colleges 
1951-1952 
361 million 
725 
2,694 
-
117,178 
61,800 
-
16,550 
635 
(First Plan) 
30 
2005-2006 
1,027 million 
22,669 
15,393 
683,545 
914,543 
660,301 
724,823 
908,962 
589,203 
(Tenth Plan) 
262 
Remarks 
Census data 
Both public and private 
Both public and private 
Registered at Medical Council 
of India 
Ayurveda, Unani and 
Homeopathy 
General Nursing Midwives 
only 
Includes health family 
welfare, Indian systems plus 
homoeopathy 
Source: Bjorkman 2009 and Raman 2009: p. 37. 
National Coordination Committee, Jan Swasthya Abhiyan (2006) argues that 
India has the largest number of medical colleges in the world and produces largest 
number of doctors in the developing world. These doctors are exported to many other 
countries, and are considered among the best in the world. Not only this, India 
receives 'medical tourists' from many developed countries which give an impression 
of having a high standard of medical skill and expertise here. The 'medical tourists' in 
India seek care in the state-of-art, high tech hospital which compare with the best in 
the world. India is the fourth largest drug producer of drugs and the largest exporter of 
drugs in the world (NCC, Jan Swasthya Abhiyan 2006: p. 9). 
But all the sections of the society, argue Ali (2006) and Nanda (2006), are not 
able to avail these facilities equally and also the health achievements are not uniform 
among the masses. Various inequalities and deprivations continue to exist in health in 
India as shown in chapter third. Among the demographic and health indicators Kerala 
compares favourably with the middle income countries, but on the other hand there 
are states like Madhya Pradesh, Uttar Pradesh and others which are below the average 
of low-income countries and just above the sub-Saharan Africa. The different states 
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represent the whole range of health outcomes within these two extremes. The 
indicators of health clearly indicate wide disparities existing within the states: 
between urban and rural areas and between the areas which are relatively developed 
areas, and remote areas inhabited by tribal and marginalized groups. On one hand, the 
metropolitan cities in India have the modem tertiary healthcare facilities while as on 
the other hand even the basic primary care facilities are not accessible to rural people. 
The various kinds of health disparities inherent in India are briefly discussed here: (i) 
Geographic Disparities: Fertility rates also are not uniform among the states. Only 
two of the major fifteen states have reached the replacement level of fertility, that is, 
2.1. Another major five states have total fertility rate of between 2.1 and 3, and in the 
eight major states (comprising about forty-four percent of population) the rate is 3 or 
more. These differences are largely because of poverty, illiteracy and inadequate 
access to healthcare facilities and family welfare services, (ii) Gender Disparity: In 
India the disparities in health on the basis of gender are particularly prominent. The 
largest gender disparities are found in the northern states, particularly Haryana and 
Punjab despite their relative prosperity. Girls have low mortality rates than boys 
during the first month of life (the neo-natal period) which accounts for their lower rate 
of infant mortality. However, as cited by Indian Institute of Population Studies, death 
rates in the post-neonatal and in the whole period up to five years of age (under- five 
mortality) are higher for girls as compared to boys. Despite having lower rates of 
acute respiratory infections, diarrhoea and anaemia, which are major causes of 
childhood death, than boys girls continue to have higher rates of mortality. This 
paradox exists because of the fact that boys are more likely to receive healthcare than 
girls and also the girls have higher rates of mal-nutrition which places them at further 
disadvantage. The relative neglect of women's health is also depicted in the poor 
reproductive health indicators, (iii) Disparity Among Scheduled Tribes and 
Scheduled Castes: Of all the disadvantaged groups in India scheduled tribes tend to 
have the highest rates of infant and child mortality, malnutrition and morbidity 
followed by scheduled castes and then by other disadvantaged (or backward) classes, 
(iv) Poverty Disparity: Communicable diseases, malnutrition and maternal 
conditions are concentrated among the poor in India. The rich people are less sick, 
become sick at an old age and suffer more from non-communicable diseases than 
from the communicable diseases in comparison to poorer population. Levels of 
mortality, morbidity, malnutrition are higher among the poor than among the rich. 
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The poorest quintile has double the risk of infant and child deaths, malnutrition, and 
high fertility in comparison to the richest quintile (Ali and Nanda 2006: p. 23-25). 
World Bank (2002) using the data from the 52"'' round of National Sample 
Survey provides a detail of relative levels of subsidy provided to people in different 
income quintiles by the government health care services. The poorest twenty percent 
of the population captured only about 10 percent of the total net subsidy from the 
publicly provided clinical services. The richest quintile received more than the three 
times the subsidy received by the poorest quintile. This fact indicates that the publicly 
financed curative care services are pro-rich. It also reflects the fact that in addition to 
using more public facilities the rich also pay more than poor for each unit of 
utilization. The better off pay higher fees because they receive higher quality services. 
The pro-rich distribution of the public health expenditure in India reflects various 
factors: (i) the rich are more likely to seek care and go to a higher level of health 
facility and thus the utilization rates of hospital beds are six times greater for rich than 
their poor counterparts; the richest quintile accounts for 38.5 percent of inpatient bed 
days, while the poorest quintile account for just 6.6 percent (World Bank 2002: pp. 
218-219). 
Thus from the above discussion it is clear that we have achieved a lot in health 
sector since independence, but there is no uniformity in this. New programmes and 
policies are framed but still the goals are not achieved because of the mismatch 
between proposed goals and strategies. Various factor factors are responsible for these 
disparities, inequalities and deprivations. At this stage what is required is to increase 
equity in healthcare in India. More and more equity based policies and programmes 
will be in itself a solution to all these disparities, inequalities and deprivations in 
health. As mentioned by National Coordination Committee, Jan Swasthya Abhiyan 
for enhancing equity in public health finance what is required is to apply the 
principles of'equal resources for equal need,' and 'greater resources for greater need'. 
With this we can work out the system where in a general citizen either in rural areas 
or in urban areas, Vk'hether in developed or less developed states, any where in the 
country would receive the same baseline level of public health resources, thus 
eliminating inequities present in the allocation of public health resources. In addition 
to this, there is need to recognize the specific needs for women, children, scheduled 
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tribes and other groups, in order to make available to them additional resources for 
various services. Further, an assessment may be made of financial capacities and 
historical levels of development of various states so as to decide on additional 
resources required by the states. This overall system of equitable budgeting will make 
every citizen and every representative of panchayat capable of knowing public 
support being given per person, per public health center, for each block in their 
districts and in their state, along with the rationale, enabling everyone to monitor 
equitable distribution of public health resources (Jan Swasthya Abhiyan National 
Coordination Committee 2006: p. 74). 
The disparity in the spending on healthcare is wider in private sector. Private 
sector facilities accounted for 67 percent of hospital visits by the richest quintile while 
as for the poorest quintile it is only 39 percent. Although outpatient care in primary 
health care facilities shows a slight pro-poor bias, the spending on both inpatient and 
outpatient hospital care is biased towards the rich. Preventive care immunizations and 
prenatal visits show a more equitable distribution than most types of curative care. 
The public subsidy for immunizations is pro-poor with the poorest two quintile 
receiving 47 percent of all publicly provided doses. But some of the pro-poor 
distribution can be explained by the fact that poor households have more children 
(Ibid 220). 
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